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introducing the authors 


Eugene Levine, with Stuart Wright, 
Ph.D., coauthors “New Ways to 


Measure Personnel Turnover. 


in Hospitals” (p. 
38)—the first 
article in a 


ies on person- 
nel turnover in 
hospitals. Mr. 
Levine is chief 
of the statistical 
branch, Division 
of Nursing Re- 
sources, Public 
Health Service. 
He has been with this division since 
1950, directing the statistical anal- 
yses of various state nursing sur- 
veys and other research projects 
in the field of nursing service and 
education. 

Prior to 1950, Mr. Levine was 
a statistician with the New York 
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three-part ser- 


City Department of Health. He 
holds the degrees of bachelor of 
business administration from City 
College of New York and master 
of public administration from New 
York University. 

During World War II he served 
as weather observer with the 
82d airborne division, landing in 
France on D-Day in a glider. Mr. 
Levine is a member of the Amer- 
ican Statistical Association and 
Beta Gamma Sigma, a business ad- 
ministration honor society. 

Stuart Wright, Ph.D., is research 
psychologist of the Division of 
Nursing Resources of the Public 
Health Services His professional 
training has extended across all of 
the fields of behavioral science— 
psychology, sociology, and anthro- 
pology—and has included work in 
physiology and genetics. He has 
taught in universities both here 
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and abroad, and is now devoting 
his full time to research on prob- 
lems of nurses and nursing. 

Before Mr. 
Wright came to 
the Pubtiic 
Health Service, 
he carried out 
morale studies 
in private in- 
dustry. He re- 
ceived his Ph.B. 
from the Uni- 
versity of Ver- 
mont 1935 
and an M.A. in 
sociology from Columbia Univer- 
sity in 1938. Mr. Wright was 
awarded a Ph.D. from the Univer- 
sity of Chicago in 1954. He is a 
member of the American Psycho- 
logical Association, American So- 
ciological Society and the Ameri- 
ean Association of University 
Professors. 

Arnold E. Movish, assistant man- 
ager at the teaching VA Hospital 
in Newington, Conn., is author 
of the memo 
to department 
heads on com- 
pleted -staff 
work (p. 43). 
Mr. Mouish 
served at the 
VA Hospital, 
Marion, I11. from 
1946 to 1951 and 
was personnel 
officer at the 
VA Hospital in 
Louisville, Ky. from 1951 to 1955, 
during which time he attended the 
University of Louisville evenings © 
where he earned his B.S. in man- 
agement and his master’s degree in 
business administration. 

Mr. Mouish completed the grad- 
uate program in hospital admin- 
istration at Northwestern Univer- 
sity with distinction, and was 
awarded the Malcolm T. Mac- 
Eachern silver medal for outstand- 
ing achievement in the study of 
hospital administration. 

After completion of this pro- 
gram, Mr. Mouish was appointed 
special assistant to the manager 
of the VA Hospital in Northport, 
Long Island, which he held until’ 
acceptance of his present post in 
1957. He is a member of the 
American Hospital Association and 
a nominee to the American College 
of Hospital Administrators. 


MR. WRIGHT 


MR. MOUISH 
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Since 1860 


TAKE COMPLETE 


a. aloe company 
World’s Foremost Hospital Supplier 
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KOENIG DRESSING AND SUPPLY CARRIAGE 


DRESSING SERVICE 
TO THE PATIENT’S BEDSIDE 


LARGE CAPACITY « FEATHER-TOUCH MOBILITY 


14 FULLY- 
STOCKED 
DIVISIONS 
COAST-TO- 
COAST 


Now, everything you need for complete bedside 
dressing service ...in a compact, full-capacity, 
noiseless mobile unit. Rolls at a touch on_recessed 
wheels which give complete foot clearance and 
protection against knocking casters out of line by 
bumping. It’s lightweight, durable, easily cleaned 
and non-corrosive, because it is constructed of 
strong, square-tube aluminum with stainless steel 
working surfaces. This finest of mobile dressing 
carriages may be obtained complete with 
dressing jars, medication bottles. 


The Koenig Dressing and Supply Carriage is 

part of outstanding Aloe Alumiline. . . equipment 
designed in close cooperation with experienced 
hospital personnel to meet the exact needs of 
modern hospitals. In surgery, nursery, delivery: 
room, nurses’ stations and general nursing service, 
Alumiline has proved itself in hundreds of 


hospitals across the nation. 


GET THE COMPLETE ALUMILINE STORY 
Mail coupon now for brochure that illustrates 
and describes the Koenig Dressing and Supply 
Carriage and other Alumiline Hospital Equipment. 


A. S. ALOE COMPANY, 1831 Olive St., St. Louis 3, Mo. 
Dept. 101 


| would like to receive complete information on: 


[| Koenig Dressing and Supply Carriage; 
| | Alumiline Brochure. 


Name Title 
Hospital 
Address 
Zone State 
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Whatever your requirements... there’s a 


LINDE OXYGEN SUPPLY SYSTEM 


for your needs 


A continuous, dependable supply of pure oxygen is 
essential to your hospital. And for whatever quan- 
tities of oxygen you may need, there’s a LINDE oxy- 
gen supply system just right for your requirements. 


<q IN CYLINDERS: LINDE oxygen is supplied in standard cylin- 
ders, which can be manifolded to assure economical use of the 
oxygen you buy. 


CASCADE oxygen provides a continuous flow of dry, gaseous 
oxygen for your hospital piping system. Manifold cylinders on 
your site are filled from special tank trucks of liquid oxygen, 
converted into gaseous oxygen as cylinders are filled. 


DRIOX oxygen is shipped and stored in liquid form in specially-designed, 
insulated containers. Self-contained vaporizing equipment automatically 
converts liquid oxygen to gaseous oxygen for your piping system. 


NEW—LIQUID OXYGEN IN CYLINDERS! One of LINDE’s new LC-3 liquid 
oxygen cylinders contains the equivalent of 12 standard cylinders of 
gaseous oxygen—occupies only one-third the space. This large capacity 
cylinder can be handled and moved as needed. 


With today’s high demands, your present oxygen > 
supply facilities may be outmoded and inadequate. 
To get more information about LINDE oxygen supply 
systems, just call your nearby distributor, or write 
the LINDE office nearest you. 


Lino eé COMPAN Y 


Division of Union Carbide Corporation 
30 East 42nd Street, New York 17, New York 
In Canada: Linde Company , 


Sife) Division of Union Carbide Canada Limited 
The terms ‘*Linde,”’ “‘Cascade,” “‘Driox” and **LUnion Carbide” 


CARBI je)= are registered trade-marks of Union Carbide Corporation. 


TRADE -MARK 
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- builds tissue 
- promotes well-being 


- accelerates rehabilitation 


he 
aging 
anorexia 
burns 
CanCE? cia \ 
Coiifis 
CONCUSSION 
they’re not well... fie 
but they are well fed A 
fra ctures ; 
| 2 powder 
the only single food complete.in all known essential nutrients 
hypoproteinemia 
; 
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MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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HELPS YOUR PATIENTS 
KEEP THEIR PATIENCE 


a Double action center section easily 
adjusts to 3 different angles on either 
side, giving patient a reading rack or 
vanity tray and mirror, as well as a flat 
table surface. Stainless steel pon in 
vanity tray is standard. Exclusive safety 
catch prevents accidental closing on 
patient's fingers. ~ 


OVERBED TABLES 
AVAILABLE IN 7 MODELS 

Make monotonous sick and convalescent time 
seem shorter and more pleasant by easing the 
patient's sense of helplessness without extra 
nursing. Hard's remarkable new Overbed 
Table puts everything at the patient's finger- , 
tips for eating, recreation and grooming. It End Crank 
reduces dependence on the nurse without . | ae No. 4453 
exertion by the patient. AVA 
it's a table for meals, a reading stand,a 
board for cards and games, a writing desk, 
a vanity for primping, a storage space for 
personal items. 


Rigid ''H'™’ shaped base prevents tipping. 
Swivel casters provide effortless mobility. 
All 4 feet are padded with built-in 
rubber bumpers. Bumpers are standard 
on top crank model, optional on side 
crank model. 


—— Ul Hard Overbed Tables are used in over 1,000 Hospitals Coast to Coast 


reduces maintenance cost by protecting (Names on Request) 
finish. Top crank model is available with 
chrome legs. 


Tacoma, Wash. 
Lynn, Mass. 
Worcester, Mass. 


Milwaukee, Wisc. 
Buffalo, N. Y. 


Racine, Wisc. 
Paterson, N. J. 


Chicago Philadelphia, Pa. 


Norristown, Pa. 


Evansville, Ind. 
Charlottesville, Va. 


Kansas City, Kan. Durham, N. C. 
Jacksonville, N. C. 
Gaffney, $. C. 


Florence, $. C. 


Little Rock, Ark. 


Los Angeles, Cal. 


Top Crank 
No. 4553 


Available in two different crank styles. 
Both are conveniently located for nurse 
and patient. 


HARD MANUFACTURING COMPANY ¢117 Tonawanda Street, Buttalo 7, N.Y. 


Ask your hospital! supply representative or write for complete information on Hard Overbed Tab/es 
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> REPORT FROM WASHINGTON—Presi- 


dent Eisenhower has given his ap- 


proval to the Federal Housing Act 
of 1957, the College Housing Title 
of which permits loans to nonprofit 
hospitals for constructing housing 
for student nurses and interns. 

@ The American Hospital Asso- 
ciation has announced its opposi- 
tion to legislation which would 
restrict and regulate committees 
which act in an advisory capacity 
on federal programs. 

@ The Government Employees 
Council, a local council of federal 
employee unions, has voted to op- 
pose the administration’s basic- 
major medical care proposals for 
federal employees. 

@ Almost $2 million has been 
granted by the Public Health Serv- 
ice to individuals and schools for 
the training of public health spe- 
cialists. A total of $1,020,143 was 
awarded to 230 persons engaged in 


various health fields and $919,878 © 


was granted to 44 colleges and 


universities offering public health . 


nursing courses and to 11 schools 
of public health to: assist in the 
training of students selected by the 
schools. 

@ Congress has appropriated $4 
million to help support state pro- 
grams for the training of practical 
nurses. 

@ Congress also appropriated $3 
million for nursing programs which 
prepare more professional nurses 
for administrative, supervisory, and 


teaching positions. (Details p. 92.) 


) HOSPITAL PROBLEMS DISCUSSED AT IN- 
TERNATIONAL MEETING—Both business 
administration and public health 
administration should be empha- 
sized in hospital administration 
training programs, members of the 
10th International Hospital Con- 
gress, which met in Lisbon, Portu- 
gal, were told. The speaker was 
Dr. Albert W. Snoke, president of 
the American Hospital Association 
and director of Grace-New Haven 
(Conn.) Community Hospital. 

A .warning against an. imper- 
sonal doctorspatient relationship, 
brought on by an over-emphasis 
on the mechanics of medical care, 
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was sounded by Dr. Jack Masur, 
director of the Clinical Center of 
the National Institutes of Health, 
Bethesda, Md. (Details p. 96.) 


. WORLD HEALTH GROUP VOTES BUDGET 
OF $13.5 MILLION—The World Health 
Organization, in a plenary session 
on May 21, adopted a 1958 budget 
of $13.5 million, as recommended 
by the group’s Program and Budget 
Committee. WHO has also voted to 
hold its 1958 international meeting 
in Minneapolis in May 1958. 


OFFICIAL AHA NOTES—A notice 
concerning the convening of the Amer- 
ican Hospital Association House of 
Delegates appears on p. 92. 


. CHICAGO-AREA FLOOD DAMAGES 29 
HOSPITALS, CLOSES 1—-More than $1.5 
million in flood damage was done 
to Chicago-area hospitals as a re- 
sult of a record downpour on July 
12, the Chicago Hospital Council 
has reported. Ingalls Memorial 
Hospital, Harvey, Ill., was forced 
to move its patients to other hos- 
pitals and close for 10 days because 
of heavy flood damage. (Details 


ip. 95.) 


> NURSING HOME FIRE SAFETY PRACTICES 
CRITICIZED—-Nursing homes are 


“number one in the list of unsafe 
places to live” because of their 
relatively poor fire safety record, 
participants in the 61st annual Na- 
tional Fire Protection Association 
convention were told. Chester I. 
Babcock of the association’s fire 
record department was the speak- 
er. (Details p. 96.) 


> DRS. LULL, BLASINGAME NAMED TO 
NEW AMA POSITIONS—Dr. George F. 
Lull, secretary-general of the 
American Medical Association for 
11 years, has been elevated to the 
newly created position of assistant 
to the AMA president. Dr. Lull, 70, 
will continue serving as secretary, 
an elective office. 

The AMA Board of Trustees also 
announced the appointment of Dr. 
F. J. L. Blasingame, 50, in private 
medical practice in Wharton, Tex., 
as AMA general manager éffective 
Jan. 1, 1958. In 1949 Dr. Blasingame 
was elected to the AMA board and 
in 1955 served as president of the 
Texas State Medical Association. 


> MICHIGAN BLUE CROSS RATES RISE 
AVERAGE OF 12 PER CENT—An over- 
all average increase of 12 per cent 
in combined Blue Cross-Blue Shield 
rates and an extension of outpa- 
tient benefits have been approved 


Blue Cross Speeds Service 


BLUE- CROSS offices 
in 86 U. S. and Ca- 
nadian cities have 
been joined by a 
high-speed 18,000- 
mile private-wire 
system leased to han- 
die authorizations for 
service to Blue Cross 
members hospitalized 
away from their home 
cities. Dr. Edwin 
L. Harmon (center), 
an American Hospi- 
tal Association trus- 
tee and director of 
Grasslands Hospital, 
Valhalla, N.Y., and 
Antone G. Singsen, 
Blue Cross Associa- 
tion vice president, 
see a message, held 
by BCA staff mem- 
ber Eileen Turley, 
sent by wire. Kath- 
leen McAna prepares 
to send another. 
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by the Michigan insurance com 
mission. 

The new rates and benefits be- 
come effective in October. 

Blue Shield outpatient benefits 
have been extended to cover all 
surgery performed in the hospital 
outpatient department or the doc- 
tor’s office. 

The new Blue Cross _ hospital 
outpatient department benefits in- 
clude—on an outpatient basis+—use 
of operating and other surgical 
treatment rooms; all medications, 
dressings, etc.; anesthesia services 


and supplies, all drugs and labora- 
tory examinations directly related 
to the reason for care, and physical 
therapy treatments and oxygen 
and other gas therapy. 


* 1957 PREPAID HEALTH CARE, HOSPITAL 
CONSTRUCTION AHEAD OF 1956—More 
than $3 billion of the nation’s 
health care bill this year will be 
paid through voluntary health in- 
surance programs, according to a 


report from the Health Insurance 


Council. 
Benefit payments to help cover 


Vit NAVL-CRESTON PADDED VAN 


orth¥American 


NAVL-CRESTON DELIVERS 
NEW GOODS, UNCRATED, FROM 
FACTORY TO CUSTOMER OR 


and 


CUT COSTS 
of 

CRATE MATERIAL 
CRATING LABOR 
EXCESS WEIGHT 
STORAGE SPACE 
UNCRATING 
HANDLING 


STORE, READY TO USE OR SELL J 


In one easy trip, experienced agents of North American Van Lines, Inc., 
Creston Division provide fast, safe delivery of UNCRATED home or institutional 
equipment, furniture or fixtures. You save costs of labor and materials for 
crating and uncrating. Cost of shipping and space for worthless crating is 
eliminated. You get faster, safer movement of your goods delivered when and 


where you need them. 


orth Ameri 


VAN LINES Inc. 


wior 


DO THIS NOW... 
UNCRATED SHIPMENTS AND CASE HISTORIES.” 


North American Van Lines, Inc., CRESTON DIV. 


Dept. K * Fort Wayne, Indiana 


Phone or write for “FACTS ABOUT 


the cost of hospital, surgical, and 
medical care in 1956 amounted to 
$2.9 billion, an all-time high. 

In a projection of its 1956 fig- 
ures, the council estimated that as 
of May 1 approximately 118 mil- 
lion persons were covered by vol- 
untary hospital insurance pro- 
grams, 103 million were covered 
for surgical expenses, 67 million 
had policies covering regular med- 
ical expenses, and 10 million were 
insured against major medical ex- 
penses. 

During 1956, the council re- 
ported, the number of people cov- 
ered by hospital care insurance 
rose by 8 million over 1955, the 
number covered by surgical ex- 
pense insurance increased by 9 
million, and persons covered for 
regular medical expenses increased 
by 9 million. 

New private hospital and insti- 
tutional construction during the 
first six months of 1957 was 50 
per cent ahead of new construction 
for the corresponding period in 
1956, a federal government survey 
has shown. 

Tax-supported hospital and in- 
stitutional projects started in the 
first half of this year were 26 per 
cent ahead of those begun during 
the first half of 1956. 

In dollars, hospital-institutional 
construction for the first half of 
this year totaled $393 million, com- 
pared with $283 million in 1956. 


> NURSES’ HOSPITAL COMMITTEE BECOMES 
COUNCIL—The National Association 
for Practical Nurse Education has 
given its Hospital Advisory Com- 
mittee the status of a council with- 
in the organization. Guy J. Clark, 
executive secretary of the Hospital 
Finance Corporation of Cleveland 
(Ohio), was reappointed council 
chairman and Jack A. L. Hahn, 
superintendent, Methodist Hospital, 
Indianapolis, was appointed vice 
chairman. 


> TWO COUNTIES MAY FINANCE ONE 


HOSPITAL: MISSISSIPPI! RULING— issis- 
sippi’s attorney general recently 
ruled that two counties may join 
in financing one hospital. The hos- 
pital in question is one proposed 
for North Biloxi; it would service 
patients from both Harrison and 
Jackson counties in Mississippi. 
The ruling makes it possible for 
the counties to consider voting 
construction bonds for the project. 
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PROPOSE CRAINAGE DRESSING 
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COMBINE PAD 


£41686 Lime 


TOPPER SPONGES 
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KEEP PACE WITH PROGRESS... 


attend the 59th annual convention of the 


AMERICAN HOSPITAL 
ASSOCIATION 


and the 10th annual Conference 


of Hospital Auxiliaries 


CONVENTION HALL, Atlantic City, NJ 
Sept. 30 — Oct. 3, 1957 


New 1997 Convention 


@ General assembly daily | 
One nationally known speaker will give an 
address on a significant topic directly or in- | es 
directly influencing hospital affairs. 


@e Management symposium daily 

A hospital or industrial leader will speak 
on selected aspects of hospital management 
at each symposium. A panel of hospital ad- 
ministrators will discuss his remarks. 


worked for us’’ 
Hospital representatives have been invited 


to submit brief papers on successful admin- ae and again i 1990 


istrative activities for inclusion in special 


program sessions. 
= = e Film sessions 


e Architectural exhibit 
e Daily round tables 


Make your room reservation 
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from headquarters - 


Depreciation distribution 
in terms of percentages 


Many hospitals do not have indi- 
vidual personnel to do an annual 
equipment inventory for the purpose 
of establishing the correct deprecia- 
tion, or the work load is such that to 
take personnel away from their jobs 
to do the inventory results in a pro- 
hibitive cost. This is the case in our 
hospital. 


There are several ways in which a 
hospital can arrive at a departmental 
depreciation. We would like to know, 
however, if there has been a study to 
determine the average departmental 
depreciation distribution in smaller 
hospitals. I realize that capital invest- 
ment and cost per bed fluctuates in 
various sections of the country. 

Is it possible and feasible to dis- 
tribute departmental depreciation in 
terms of percentages (these percent- 


struments, 


Sterilizer. 


are exclusive Castle features. 


Write for descriptive folder. 


Non-Hazardous septic 
surgical cleanup 


Septic instruments direct from surgery are thor-- 
oughly and safely rinsed, scoured, sterilized and 
flash-dried in fifteen minutes for immediate use or 
storage. Post-operative instrument technique is re- 
duced to a complete, one-step, automatic operation 
in which there is no contact with contaminated in- 


The Castle “200” Automatic Washer-Sterilizer 
unit is instantly converted to a Hi-Speed Emergency 


Quick-heating Monel single wall construction with 
push-button cycle control (manually controlled unit 
also available) and the Castle Dual Lock Safety Door 


WILMOT CASTLE COMPANY 
1702G East Henrietta Road e Rochester, N. Y. 


ATI ANY SIERILIZERS . 


ages to have been arrived at by some 
previous study)? 


To my knowledge there is no 
study which determines the aver- 
age departmental depreciation dis- 
tribution in smaller hospitals. As 
you point out, the capital invest- 
ment and other factors make a 
study of this type relatively use- 
less. 

To allocate and distribute the 
depreciation to a department in 
the hospital, the building and fixed 
equipment should be distributed 
on a square foot basis, and the 
major movable equipment on the 
dollar amount of equipment in the 
particular department. 

This can be done quite easily. 
Once a square footage is estab- 
lished for each department, this 
figure need not be changed unless 
there are additions or changes in 
the physical plant. This is also 
true of the dollar amount of major 
movable equipment. Once the bases 
for distribution have been estab- 
lished, changes can be recorded on 
a continuing basis. This process 
will keep the bases of allocation 
up-to-date. 

Figuring the square footage and 
dollar amounts may take some 
work initially but once this infor- 
mation is compiled it should be 
extremely easy to maintain as 
changes occur. 

The cost of arriving at this data 
may seem prohibitive but if this 
cost is prorated over the period of 
time that these statistics will be 
usable, the cost is not too great 
and will be worth while. 

—ROBERT S. BORCZON 


TB hospital disaster plan 


Our hospital, a tuberculosis hospital, 
is considering a disaster plan. Could 
you give us information as to the role 
of tuberculosis hospitals in disaster 
planning? | 


A disaster plan for a tuberculosis 
hospital should be similar to that 
of a general hospital, particularly 
with respect to plans for evacu- 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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“Theres Bert—back to his old self again!” 


You remember Bert ... just a short while ago irascible; careless in his grooming; confused and 
forgetful . . . now, back with his friends, cheerful and alert. He had become “‘lost,”’ peevish, 
unpredictable — impossible to live with. Because of these progressive, grave behavior changes Pacatal 


was instituted: 25 mg. t.i.d. On Pacatal this old man was saved from a more serious breakdown. 


For patients on the brink of psychoses, Pacatal provides more than tranquilization. Pacatal has 
a “normalizing” action; i.e., patients think and respond emotionally in a more normal manner. To the 
self-absorbed patient, Pacatal restores the warmth of human fellowship ... brings order and clarity 


to muddled thoughts ... helps querulous older. people return to the circle of family and friends. 


Pacatal, in contrast to many phenothiazine compounds, and other tranquilizers, does 
not “flatten” the patient. Rather, he-remains alert and more responsive to. your counselling. 


But Pacatal, like all phenothiazines, should not be used for the minor worries of everyday life. 


Pacatal has shown fewer side effects than earlier ataraxies; its major 
benefits far outweigh occasional transitory reactions. Complete dosage 


instructions (available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 
Also available in 2 ce. ampuls (25 mg./ec.) for parenteral use. 


back from the brink with 


Pacatal 


mepazine 


WARNER-CHILCOTT 


PROFESSION 


100 YEARS OF SERVICE TO THE MEDICAL 
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ating patients from danger and for 
making arrangements for alternate 
sources of vital utilities such as 
electricity and 
that the hospital could remain in 
operation under adverse circum- 
stances. 

Regarding plans for the recep- 
tion of mass casualties; a great deal 
depends upon your local! situation: 

1. The number of general hos- 
pitals in the immediate vicinity 
that could handle this problem 

2. The ability of your hospital 
to carry out mass casualty activi- 


water, to assure. 


ties from the standpoint of space 
within the physical plant for re- 
ception and emergency treatment 

3. Capabilities and availability 
of professional and nonprofession- 
al staff 

4. Availability. of supplies and 
equipment to perform casualty 
care functions 

5. Ability to expand inpatient 
facilities to care for disaster vic- 
tims requiring hospitalization. 

It may be, on analysis of your 
total community resources for care 
of disaster casualties, that there 


| 
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The Jewett Autopsy Table is recommended by pathologists in 
all parts of the country. All stainless steel sanitary construction, 
adjustable rests and supports for any size body, movable instru- 
ment tray, choice of head rests, ease and convenience of dissection 
... these are just a few of its outstanding features. This table was 
actually designed by practicing pathologists and incorporates 
ideas from several leading members of the medical profession. 
Your first experience with the Jewett Autopsy Table will demon- 
strate that it was built to meet your requirements. 
We also invite your inquiry on custom-designed equipment. 


WRITE DEPARTMENT H 


THE 
MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 


FOR INSTITUTIONS 
Since 1849 
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REFRIGERATOR 
COMPANY, INCG. 
BUFFALO 13. N.Y. 


are enough general hospitals in the 
area to handle large numbers of 
casualties within a coordinated 
plan, and that your hospital might 
be called on to provide supporting 
services, such as to: 

1. Provide teams of- personnel 
to assist at the scene of the dis- 
aster and at the general hospitals 

2. Provide a reserve source of 
emergency supplies and equipment 

3. Perform a first-aid service for 
minor injuries at the scene or at 
your hospital, should the disaster 
be in close proximity. 

The decision as to the role your 
hospital might be required to play 
in major disasters can only be 
made on the basis of your local 
situation. It is important that 
whatever plans you make are part 
of an over-all community plan de- 
veloped in cooperation with the 
other hospitals, agencies and or- 
ganizations that might be involved 
in disaster activities. 

—JouN N. HATFIELD II 


Requests for copies 
of medical records 


In the past, several members of our 
staff have asked that the record library 
make a copy of their operative report 
for their own files. This has progressed 
to the point where staff members are 
asking for almost the entire case his- 
tory. 

We believe this to be contrary to 
general hospital practice and would 
appreciate your suggestions. 


The question you have raised as 
to the advisability. of furnishing 
copies of extensive portions of the 
medical records to staff members 
for their own files is one that is 
primarily concerned with the cost 
of furnishing the service, since this 
is ultimately reflected in a higher 
cost to the patient. | 

It is quite common for hospitals 
to furnish carbon copies of opera- 
tive reports to medical staff mem- 
bers and, in some hospitals where 
the doctor’s discharge summary is 
typed, a carbon copy of this is also 
furnished to aid him in the follow- 
up care of the patient in his Office. 

If the demands for copies of rec- 
ords appear to be excessive, a 
charge for the service can appro- 
priately be made, which might 
tend to reduce the volume of re- 
quests substantially. 

HELEN D, MCGUIRE 
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a new practical 
and effective method 


for lowering 
blood cholesterol 


levels 


one 
a day... 


just one dose a day 
lowers elevated blood cholesterol 


... while allowing the patient  Lowerin 
to eat a balanced... nutritious... | 
and palatable diet 


indications: myocardial infarction « post- disease « individuals with elevated blood 

myocardial infarction « angina pectoris « cholesterol levels but without overt symp- 

individuals from families with a history toms e strokes and hypertension « dia- 

of. high coronary disease risk e individuals betes mellitus « obesity « familial hyper- 

with laboratory signs of coronary heart cholesteremia e xanthomatosis « nephrosis. 
THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 
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A MODEL 
FOR EVERY 
NURSERY , 


SHAMPAINE MULTI-LINE BASSINETS 


© Four basic groups...19 variations include— 
_ © Single or double storage compartments 
® Side or end-opening drawers 
® Drop-leaf or pull-out shelves 


...In Silverlux, pink, blue enamel or stainless steel 


1920 S. JEFFERSON + ST. LOUIS, MO. 


THE WORLD'S MOST COMPLETE LINE OF NURSERY EQUIPMENT 
24 HOSPITALS, J.A.H.A. 
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...WITH | 
SHAMPAINE-HARRIS 
FOOD TRUCE... 


NEW! careteriA-ON-WHEELS. 


Load it in the kitchen with food 

for 75! Wheel it to corridor or pantry 
near the patients . . . always under 
supervision of dietician. 

Hot and cold sections keep 

all the food “just right”. 

Space for trays, china, napkins, 
silverware. Everything handy. _ 


PREFERRED BY PROGRESSIVE HOSPITALS’’ 


THE COMPLE EOF FOOD SERVICE EQUIPMENT 


ELECTRIC COMPANY 


50 WEBSTER AVENUE, NEW ROCHELLE, N. Y. 
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ghinions and ideas 


Disagree on Blue Cross plan 
coverage of mental illness 


TO THE EDITOR 
Dear Sir: 


Page 88 of your June 1, 1957. 


issue quoted Mr. John R. Mannix 
as saying, “Sixty-six of the 86 
Blue Cross Plans in the United 
States give some kind of mental 
health benefits at present...” 
You might, therefore, be inter- 
ested in the following quotation 
from Dr. Eugene N. Boudreau, 
which appeared in Medical Eco- 
nomics, June 1957, page 18. Dr. 
Boudreau said, “Of the 85 Blue 
Cross Plans in the United States 
and Canada, only 5 give full cov- 
erage of mental and emotional ill- 
ness. Partial coverage (usually 
only token benefits) is provided by 
45 plans; and 35 plans give no 
coverage .. .”’—ROBERT M. CRUM, 
planning assistant, Hospital Serv- 
ice Association of Western Penn- 
sylvania (Blue Cross), Pittsburgh. 


Supports hospitals’ use 
of flameproof cubicle curtain 


TO THE EDITOR 
Dear Sir: 

I would like to take issue with 
a reply to a question in Service 
from Headquarters in the June 1 
issue of the Journal. 

The reply is to a question con- 
cerning cubicle curtains and states 
in part: “Is the impregnation of 
flameproofing of a lightweight cloth 
material used for cubicle curtains 
a suitable solution?” The reply, I 
believe, is incorrect in part. It is 
stated: ‘“‘Unless required by a local 
fire ordinance, flameproofing of .cu- 
bicle curtains is not practical be- 


cause of their frequent washing.” 


There is available from. the 
Hill-Rom Company, Batesville, 
Ind.,. a guaranteed flameproof, 
washable, cubicle curtain material. 
The literature states: “‘Properties 
of Hill-Rom flameproof curtains— 
durably flameproofed—will with- 
stand repeated launderings with 
any type of soap or detergent.” 
We have installed 35 sets of this 
flameproof cubicle curtain screen- 
ing material in Memorial Hospital, 
St. Joseph, Mich., and to date have 
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found it to be satisfactory material. 

The reply states further: “In 
our experience it has not been a 
requirement nor deemed neces- 
sary to flameproof cubicle cur- 
tains.”’” Not too long ago, a fire 
occurred in a neighboring hospital, 
caused by a cubicle curtain coming 
in contact with a light bulb in a 
floor lamp. The curtain caught fire 
and only quick action on the part 
of the nursing personnel saved the 
patient from possible serious re- 
sults. 

Numerous fires in public places 
have been caused by nonflameproof 
curtains, draperies and other hang- 
ing materials. Many city and state 
fire marshals have issued strict 
orders regarding flameproofing of 


such materials in public places, due 
to the fact that fires have occurred. 


from such types of materials. 

In my opinion, therefore, cubi- 
cle curtains should be flameproof 
as long as patients and visitors are 
allowed to smoke in patient rooms. 
Any steps to more carefully con- 
trol fire hazards in a_ hospital 
should be taken and I can see no 
reason for the statement: “It is 
not deemed necessary to flameproof 
cubicle curtains.” 

Inasmuch as the washable flame- 
proof curtain material mentioned 
is new on the market, very likely 
Madison B. Brown, M.D., who 
wrote the reply, was not aware of 
its existence. I have taken the lib- 
erty, therefore, of sending a copy 
of this letter to the company men- 
tioned so that the literature on the 
product can be forwarded to Dr. 
Brown.—R. A.. BRADBURN, admin- 
istrator, Memorial Hospital, St. 
Joseph, Mich. 


Selective, cycle menus 
found practical, usable 


TO THE EDITOR 
Dear Sir: 

I am greatly impressed with the 
selective, cycle, seasonal, regional 
menu plan which you instituted in 
HOSPITALS, JOURNAL OF THE AMER- 
ICAN HOSPITAL ASSOCIATION, at the 


beginning of the year. To my mind, 


your new approach is really prac- 
tical and usable. This menu sys- 
tem should be of tremendous 


benefit not only to small food 
services without specially trained 
personnel but also to all dietary 
departments regardless of size and 
staff. 

Among the many desirable fea- 
tures is your consideration of a 
moderate to low cost food budget 
in constructing the menus. The 
accompanying weekly market or- 
der is a stroke of genius. The 
entire plan reflects a true under- 
standing of the needs and prob- 
lems of those who are responsible 
for three meals a day in an insti- 
tution. 

Is it possible for me to have 
some of this material? I would 
be most appreciative of receiving 
one or two copies of the standard 
storeroom inventory (HOSPITALS, 
J.A.H.A., Jan. 1, 1957, p. 73) and 
of the selective cycle menus for 
the East.—ELLEN B. GUERNSEY, 
senior nutritionist, division § of 
medical services, New York De- 
partment of Health, Albany. 


Warns against use of lamp 
in hospital operating rooms 


TO THE EDITOR 
Dear Sir: 

I understand that recommenda- 
tions have been made to this Jour- 
nal that a lamp utilizing propane 
gas and a Welsbach mantel be pro- 
vided for emergency use in hos-- 
pital operating rooms. 

As the American Hospital As- 
sociation representative to the 
Committee on Hospital Operating 
Rooms of the National Fire Pro- 
tection Association, I am very con- 
cerned with this type of informa- 
tion reaching hospitals. Pamphlet 
No. 56 dealing with this subject 
and published by the National Fire 
Protection Association specifically 
forbids open flames in hospital op- 
erating rooms. Since the lantern 
referred to has no_ protection 
against the entrance of explosive 
mixtures into the lantern, its use 
in hospital operating rooms would 
be extremely hazardous. 

Incidentally, the literature going 
to hospitals is particularly mislead- 
ing with respect to use in hazard- 
ous areas, since it refers to Un- 
derwriters’ Laboratories’ approval 
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RIB-BACK 


To the Profession it has served with undivided responsi- 
bility for so many years... BARD-PARKER has de- 


voted its scientific knowledge and the inimitable skill 


of its craftsmen in developing the finest surgical blade 


_ possible ...a blade that meets the demand of the Pro- 


fession for quality and economy. 


The satisfaction of knowing you have chosen the best 


is yours when you use B-P RIB-BACK blades. 


Ask your dealer 


BARD-PARKER COMPANY, INC. 


Danbury, Connecticut 


UNIFORMLY SHARP 
RIGID 
STRONG 


the ‘only’ RIB-BACK BLADE 
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GOING? 


AMERICAN | 

HOSPITAL ASSN. | 

CONVENTION 
Atlantic City 

Sept. 30-0¢.3 


on United. Best way to travel— 
fast and comfortable. Best 
way to arrive—relaxed and 
ready. Best way to return 
—leave later, have more time 
(and fun) at the convention. 
United links 80 cities coast to 
coast... offers schedules 
around the clock and fares that 
go easy on the budget— 
including an economical 
half-fare family plan (United 
believes husbands like to 
take their wives along to 
conventions). For information 
and reservations, call United 
or an authorized travel 
agent. When you go, 


FLY UNITED 


AIR LINES 
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under its re-examination service. 
However, the point to be estab- 
lished here is that this approval 
has to do only with the use of 
equipment in ordinary locations, 
whereas equipment for use in op- 
erating rooms should be specifical- 
ly approved for the purpose. 
Battery-operated lights that 
hook into the electrical circuit 
can be used in operating rooms in 
those hospitals which have not 


yet installed emergency electrical . 


equipment; and if installed above 
the five-foot level and so arranged 
that no sparks .can fall into the 
hazardous area are quite satisfac- 
tory for providing limited general 
illumination. There are, of course, 


’ battery-operated portable surgical 


lights that can be purchased to pro- 
vide adequate lighting for complet- 
ing operations during times of 


emergencies.—ROy HUDENBURG, as-. 


sociate administrator, Miners Me- 
morial Hospital Association, Wil- 
liamson, W.Va., and chairman of 


the Committee on Hospital Oper-— 


ating Rooms of the National Fire 
Protection Association. 


Questions use of disposable 
oxygen products in hospitals 


TO THE EDITOR 
Dear Sir: 

In the May 16 issue of your 
purchasing section, you had an 
article [‘“What’s New in Dispos- 
ables?’’] which favored use of dis- 
posable products in the hospital 
field. 

There was a paragraph on the 
use of disposable oxygen masks 
and their advantage in preventing 
cross infection. Perhaps because 
they are not new, disposable oxy- 


gen canopies were not mentioned. 


Our company manufactures both 
permanent masks and permanent 
canopies as well as_ disposable 
canopies. We are most interested 
in introducing and having avail- 
able disposable products in the 
oxygen therapy line for those hos- 
pitals which feel that these items 
save them money. 

We like to point out, however, 
that in our particular field, with 
most disposable oxygen masks, re- 
breathing of carbon dioxide is a 
problem, and little if any pro- 
vision is generally made in dis- 
posable masks for varying the 
oxygen concentration. In the case 


of disposable oxygen canopies, 


. which are normally half-bed size, 


studies have shown that it is diffi- 
cult, if not impossible, to maintain 
as high oxygen concentrations as 
can be maintained in  full-bed 
permanent type canopies. 

My medical knowledge is neces- 
sarily limited to the field of oxy- 
gen therapy; however, it seems to 
me that if there are serious objec- 


tions, from the therapeutic stand-. 


point, to the indiscriminate use of 
disposable products in this field, 
there must be serious objections to 
the use of disposable products in 
other fields. The disposable versus 
permanent argument is carried on 
too much on the financial and pur- 
chasing levels and perhaps an arti- 
cle emphasizing the medical and 
therapeutic aspects of the discus- 
sion might be apropos.—FRANK J. 
FEGAN, sales manager, O.E.M. Cor- 
poration, St. Louis. 3 


Exchange of information: 


key to more dental services © 


TO THE EDITOR 
Dear Sir: 
Everyone on our staff who has 
seen the May 1 issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION, has been most 
complimentary about the excel- 
lent presentation, including the 
cover picture, editorial and the fine 
illustrations, which accompanied 
my article, ‘‘Dentistry in Hospi- 


tals”. Please accept my sincere 


appreciation for the fine editorial 
treatment I received. 

With the response that we have 
had from hospitals and dentists, 
I am sure that most of the major 
problems in developing and ex- 
panding hospital dental services 
will be solved in direct ratio to 
the amount of information which 
dentists make available to hospital 
administrators and the medical 
profession as to what the dental 
profession can do and is doing to 
improve health services to patients 
through hospital dental practice. 


‘There is general agreement: 
among the staff that more papers . 


relative to the administration, 
function and benefits of well or- 
ganized dental services should be 
written and submitted to hospital 
and medical journals for publica- 
tion.—RUDOLPH H. FRIEDRICH, 
D.D.S., secretary, Council on Den- 
tal Health, American Dental Asso- 


ciation, Chicago. 
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THOROUGHNESS 


SINGLE, FOOLPROOF DIAL 
IN COMPLETE CONTROL! 


Cook's exclusive one-dial washing-cycle control renders the Washette so 
flexible that it is actually 28 washers in one! To change to any of 28 cycles, 
simply change dial. It takes just 15 seconds — about the time required to 
wind a watch. And it's as easy as putting a key in a lock! | 


Cook Washettes are available in four sizes — 25 Ib., 50 lb., 75 Ib., and 
100 Ib. (dry weight capacity); and in seven models, including the fabu- 


28 APPRO VED lous Washette Twin. Styling includes both the exclusive Cook cabinet and 


the conventional pedestal types. There is a Cook Washette for every laundry 
FORMULAE FOR: sitvation! 
Comes completely plumbed REE 
and wired — simply attach 


ANYONE hot and cold water, drain, FACTUAL FOLDER 
and electric power. Only one 

adjustment point —a nut- 

wie 

OPERATE Machine otherwise is pre- 


cisely adjusted and perma- 
nently pre-set at factory for 


& SERVICE yeors of trouble-free, main- 


tenance-free, profitable serv- 


e SELF-SERVICE LAUNDRIES 
e DRY CLEANERS 


COMMERCIAL LAUNDRIES 
HOSPITALS 


e MOTELS e HOTELS 
e SCHOOLS e CLUBS 
AUTOMATIC CAR-WASH 


COOK MACHINERY CO., Inc., 4134 Commerce St. 


MILITARY INSTALLATIONS Dallas 26, Texas 
| 
e LARGE ESTATES  « ele K § Please send descriptive literature on COOK WASHETTES. 
e YACHTS AND SHIPS § Name of Company 
e@ RANCHES e LODGES MACHINERY CO. INC. Signed Title 
DALLAS, TEXAS g Address 
* | City and Zone State 


Phone TAylor 6-4158 Type of Busine 
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The new post-op in 24 kept complaining 
of pain all night.... 


I hardly had time for anything else...” 


To assure relief from severe postoperative or 
traumatic pain—and minimize demands on personnel— 
Levo-Dromoran offers these advantages: 


1. The most potent narcotic presently 
available, natural or synthetic; 


2. More prolonged analgesic effect 
(from 6 to as much as 8 hours); 


3. Less likely to cause constipation or nausea; 


And 4. It is effective orally as well as parenterally. 


LEVO-D ROMORAN ‘ROCHE’ 


Tartrate 


Levo-Dromoran ® —brand of levorphan 


Hoffmann-La Roche Inc = Nutley * New Jersey 
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editorial notes’ 


—an escape from tradition 


The 19th amendment to the 
Constitution made this less of a 


man’s world than. it used to be. 


But there were parts of the world 
which remained largely the pre- 
serve of women. One such area 
was nursing. 

We are delighted to see that 
this exclusiveness is diminishing. 
Some men become good- nurses 
just as some women become good 
machinists. We err if we-fail to 
tap a personnel resource because 
of tradition. 

That is why we hail the de- 
cision at the Long Island College 
Hospital School of Nursing in 
Brooklyn, N.Y., to admit male stu- 
dent nurses this fall, for the first 
time. The Long Island school isn’t 
the first to depart from the tradi- 
tional pattern. We hope it isn’t 
the last. 

—plan before the disaster 

An airliner crashes. A_ train 
overturns. A fire strikes. A torna- 
do creates havoc. 

And in every case, among the 
emergency facilities whose serv- 
ices are instantly needed are those 
of the local hospitals. 

Fortunately, in several recent 
disasters the hospitals most direct- 
ly involved have had disaster plans 


which they were able to execute - 


promptly, undoubtedly. saving 
many lives. 7 

One such institution is Parkland 
Hospital, Dallas, Tex. On March 
29, Parkland conducted a disaster 
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prepared. 


drill as though a major ‘disaster 
had taken place. Just four days 
later the disaster plan was used 
again, but this time it was no prac- 
tice drill; 178 persons injured in a 
tornado which struck Dallas were 
taken to Parkland for treatment 
( HOSPITALS, April 16). 

North Carolina Baptist Hospital, 
Winston-Salem, was making plans 
for a dry run of its disaster plan 
when on Feb. 22 a fire broke out 
at a Mt. Airy, N. C., elementary 


school (HOSPITALS, March 16). The 


hospital was quickly prepared to 
rece.ve as many as 100 fire victims; 
only with prior planning could this 
feat have been achieved with so 
little duplication of effort. 

The recent Hurricane Audrey 
did not find southern hospitals un- 
In Louisiana, the state 
hospital association sponsored a 
series of one-day meetings on fire 
safety and disaster planning only 
a month prior to the hurricane. 
The programs were held in six 
different cities on six consecutive 
days during National Hospital 
Week. 

Disaster planning has, of course, 
been undertaken by more hospi- 
tals—both large and small—than 
those briefly mentioned here. Hos- 
pitals must come to realize that 
catastrophes may strike anywhere, 
anytime. 

The disaster plan instituted one 
morning may provide that slim 
margin of time and efficiency that 
will save a life that same after- 
noon. 


—the shape of things to come 

The newly completed Seminole’ 
Memorial Hospital, described in 
an article in our July 16 issue, 
features a T-shaped building. This 
design is a variation of the H- 
shaped hospital and is related to 
the Y-shaped hospital and _ its 
younger brother, the double-Y 
shaped hospital. Then there is the 
E-shaped hospital, the C-shaped 
hospital, the L-shaped hospital, 
the I-shaped hospital, the U- 
shaped hospital and the O-shaped 
hospital. 

When these letters are unscram- 
bled, they spell out the concern 
of hospital architects with design- 
ing a structure conducive to the 
best possible patient care. The 
random list above, it seems to us, 
serves to emphasize that there is 
no one way to build all hospitals 
any more than there is one way 
to administer all hospitals. 


—further fables for our time 


In New York, the law forbids 
fingerprinting of potential em- 
ployees of voluntary nonprofit hos- 
pitals as a screen against criminals. 

In New York, the law permits 
the fingerprinting of potential em- 
ployees of ‘“‘a public gallery of art 
or museum housing valuable ob- 
jects of art, precious metals or 
precious stones, supported in whole 
or in part by public funds or 
private endowments.” 

MORAL: In New York, it is bet- 
ter to be a dead Goya than a live 


guy. 
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the foreign trained physician— 


by T. STEWART HAMILTON, M.D. 


HE FOREIGN MEDICAL graduates 

who are pursuing their educa- 
tion in the hospitals of the United 
States and Canada present a new 
and complex problem to hospitals 
and medicine. 

Since before the Flexner Report 
in 1910! we have been con- 
stantly upgrading our medical 
schools and hospitals to the point 


where the United States and Can- 


ada are a vast medical Mecca for 
foreign trained physicians. Foreign 
medical graduates in our hospitals 
today make up 25 per cent of all 
physicians in postgraduate train- 
ing. 

As intern and resident training 
have come to be accepted as a 
pattern of inhospital patient care, 
position vacancies have been filled 
with increasing frequency by for- 
eign graduates. The reasons are 
many—among them are: | 
1) To provide physicians to care 
for patients; 

2) To keep programs of post- 
graduate education balanced; 

3) To offer educational opportu- 
nities to foreign graduates seeking 
training with the intent of return- 
ing to their native lands.* 

Generally, we have assumed that 
each of these physicians has re- 
ceived an education comparable 
with one available locally. In 
many instances this is not so; in 
fact some foreign schools have 
altered their curricula but little 
during the past 50 years. 


ACCREDITATION IMPRACTICAL 


The American Medical Associa- 
tion strove at first to accredit for- 
eign schools as it does those under 
its direct jurisdiction. Distance, 
time, customs and language com- 
bined to make constant detailed 


T. Stewart Hamilton, M.D., is executive 
director, Hartford Hospital, Hartford, 
Conn. 

*A more complete discussion of this 
trend can be found in the article by H. S. 
Diehl, M.D., E. L. Crosby, M.D., and P. K. 
Kaetzel, Hospital House Staffs, 1950—1955, 
HOSPITALS, J.A.H.A. 31:36; May 16, 1957. 


The author states the problem for- 
eign medical graduates present to hos- 
pitals and medicine, then discusses a 
solution to this problem proposed by 
the Educational Council for Foreign 
Medical Graduates. 


observation and analysis impossi- 
ble. At the same time it was dis- 
covered that occasionally a gradu- 
ate of a little-known school or one 
of low repute proved outstanding. 

An organized study of the prob- 
lem began in 1946. At the most 
recent conference on the subject, 
held in Washington in April 1956, 
Dr. Donald G. Anderson, dean of 
the University of Rochester Medi- 
cal School and past secretary of 
the AMA Council on Medical Edu- 
cation and Hospitals drew the fol- 
lowing picture: 2 

There are more than 20,000 for- 
eign physicians who have come to 
the United States for permanent 
residence. Others come to study, 
then return to their native lands. 
At present there are 6000 foreign 
medical graduates holding intern- 
ships and residencies in the United 
States, or some 25 per cent of the 
total. About 1000 come into the 
United States each year on perma- 
nent visas; of the 3000 additional 
who come on student visas many 
remain for several years. Dr. | 
Anderson points out as well that 
there are some 2000 American cit- 
izens in foreign schools. 

The problem then can be boiled 
down to these facts: 1) 25 per 
cent of the internships and resi- 
dencies in the United States and 
Canada are filled with graduates 
of foreign schools, a number of 
them being our own citizens; 2) 
graduates of foreign schools are 
often less well equipped than our 
own graduates to benefit from in- 
ternships and residencies; 3) eval- 
uation of foreign schools by the 
AMA is impractical. 

To solve these problems, a joint 
committee, made up of represent- 
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multi-faceted problem 


atives of the American Hospital 


Association, American Medical As- . 


sociation, Federation of State Med- 
ical Boards of the United States 
and the Association of American 
Medical Colleges has formed the 
Educational Council for Foreign 
Medical Graduates. 


INDIVIDUAL EXAMINATION 


This council. has developed a 
plan based upon examination of 
the individual before he comes to 
the United States. The program has 
been granted nonprofit status, has 
received foundation support to as- 
sure its operation until it can be- 
come self-supporting and will soon 
be put into operation—on an ex- 
perimental basis at the outset. 

The council’s activities are based 
upon two fundamental principles: 
Principle No. 1 , 

The primary objective is to pro- 
mote opportunities in the United 
States for advanced study in medi- 
cine for worthy graduates of for- 
eign medical schools, with the aim 
_ of raising the level of medical care 
education in other countries. 
Principle No. 2 


The primary concern of every-_ 


one in the American health field 
must be the health care and wel- 
fare of the American public. To 
safeguard this the best quali- 
fied graduates of foreign medical 
schools should be encouraged to 
further their education while those 
whose training has been inade- 
quate should be discouraged. 

If all foreign graduates who 
assume care for patients* had 
reached a level of educational at- 
tainment comparable to that of 
students in U. S. schools at the time 
of graduation, good care of the 
American public would be assured: 
At the same time, those best able 
to benefit from the program would 
be the ones participating in it. 

*This program concerns only those for- 
eign physicians who plan to care for 
patients in U. S. hospitals, not those seek- 


ing laboratory or other nonpatient care 
experience. 
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the major clinical fields. 


Because it is impractical to ac- 
credit foreign medical schools, 
measurement of the individual ap- 
plicant is to be undertaken. To 
accomplish this the Educational 
Council for Foreign Medical Grad- 
uates has developed the following 
five-part program: 

1) Application by the foreign- 
trained physician. 

2) Evaluation of his medical 
credentials. The council has set up 
certain basic standards to serve as 
guides in this connection. 

3) A screening examination giv- 
en simultaneously in every coun- 
try which has applicants. The 
examination would be of the “ob- 
jective” or “multiple-choice”’ type, 
covering both basic sciences and 
It will 
be designed to reveal, as well, the 
extent of the applicant’s famili- 
arity with the English language. 
The questions would be selected 
by the ECFMG and the answers 
graded by it. It is proposed to 
employ a national testing service 
to administer the mechanics of the 
actual examination. 

4) Final evaluation of each ap- 
plicant by ECFMG. 

5) Certification to hospitals. 
Successful completion of all phases 
of this evaluation program would 
result certification of this 
achievement to such hospitals and 
other organizations as the appli- 
cant himself may request. 

It is a part of the planning that, 
once the organization becomes op- 


erative, wide-spread publicity of 


the program will be given in for- 
eign countries in order to encour- 
age worthy individuals to take 
advantage of this opportunity to 
further their medical education. 


SELF-SUPPORTING PROGRAM 


What of the cost? It is estimated 
that, despite a number of unknown 


: quantities, the program will be 
self-supporting 


in about three 


years. Part of this support will 
come from the graduates them- 
selves, but it will come largely 
from the hospitals where they 
serve. 

For a charge of. approximately 
$100 per man, a hospital will have 
reasonable assurance that this 
man’s training is comparable to 
that of a U. S. graduate and that 
his command of English and his 
education are both at a level suffi- 
cient for him to benefit from 
the hospital’s educational program. 
Until it is self-supporting, how- 
ever, the program will need out- 
side financing to the extent of 
$200,000. This is to _.be provided 
by grants from two foundations, 
Kellogg and Rockefeller. 

In order to succeed the program 
will need the wholehearted co- 
operation of physicians and hos- 
pital administrators across the land. 

The cost in dollars to each hos- 
pital will not be great, but will 
nevertheless be an added item of 
hospital expense. The reward in 
reasonable assurance both of qual- 
ity of service rendered by the man 
and of his ability to benefit to a 
maximum from the teaching of- 
fered him should more than offset 
the cost. 

What effect will the program 
have on the number of foreign 
medical graduates coming to the 
United States? They will probably 
be reduced, at least temporarily, 
but the reduction will be among 
those least able to benefit from 
what our hospitals and their post- 


graduate programs have to offer. 


This new joint program offers 
much to the able young. foreign 
graduate regardless of his school— 
and much as well to American 
and overseas medicine. . 
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ABOVE: With representatives from the meéedi- 
cal staff of Osaka National Hospital, Dr, 
Crosby studies a health education exhibit 
in the lobby of the hospital's outpatient 
department. BELOW: Dr. Crosby (left) and 
members of the staff examine plans of new 
operating rooms at Tokyo University Hospital. 


observations 


INSPECTING the dietary department at St. Luke's International Hospital, Tokyo, are (from right 
to left) Dr. Hirotoshi Hashimoto, administrator of the hospital and president of the Japanese 
Hospital Association, Dr. Crosby, and two members of Dr. Hashimoto's hospital staff. 


hs MISSION of a hospital is to 
restore and conservé the health 
of the individual patient.' By so 
doing, it maintains and improves 
the health of the people as a whole. 

The ability of a hospital and its 
staff to perform its primary mission 
depends upon many factors, some 
of them beyond its control. Of 
course, an appreciation of this mis- 
sion by the hospital staff, both 
medical and nonmedical, is the first 
requirement. Even when this a 
priori concept is admitted certain 
conditions may militate against its 
fulfillment. These may be financial. 
They may be rooted in customs or 
traditions. They may be legislative. 
They may be based on a nonreal- 
ization of the importance of the 
mission with a resultant diversion 


Edwin L. Crosby, M.D., is director of the 
American Hospital Association. 


The observations on Japanese hos- 
pitals reported in this paper are based 
on Dr. Crosby’s visit to Japan made 
during the late months of 1956 as a 
consultant appointed by the World 
Health Organization at the request of 
the Japanese government. 

The Japanese government, through 
the staff of the Ministry of Health and 
Welfare of the National Institute of 
Hospital Administration, and, repre- 
sentatives of the Japanese Hospital 
Association were extremely helpful 
during the period (Oct. 29 through 
Nov. 17, 1956) spent in Japan. The 
impressions and observations reported 
herein are those of the author and en- 
dorsement by either the World Health 
Organization or the government of 
Japan is not implied. 


of personnel and material support 
from hospitals. 

It would seem from even a brief 
observation that the primary mis- 
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hospitals 


by EDWIN L. CROSBY, M.D. 


sion of a hospital is accepted in 
Japan. It would also seem that 
there are obstacles to its fulfill- 
ment. These obstacles, by no means 
indigenous to Japan, are financial 
and traditional. 


TWO BASIC PROBLEMS . 


The financial problems stem from 
the fact that the social insurance 
schemes of Japan pay to hos- 
pitals a set daily fee (approxi- 
mately $1) regardless of the quali- 
tative or quantitative measure of 
care rendered. The other major 
obstacle is the failure of most hos- 
pitals in Japan to provide com- 
plete hospital care, tradition dic- 
tating the abdication of such 
hospital responsibilities as nursing, 
dietetics, housekeeping, etc., to the 
family or the family’s agent. It 
seems obvious that-no important 
step forward in -hospital care in 
Japan can: be taken without the 
solution of these two serious 
problems. 

A citizen’s commission should be 
established without delay to study 
all aspects of hospital care in Japan 
and make recommendations as to 
the most desirable patterns of hos- 
pital care and the adequate finan- 
cing of such care. 

In the United States, one com- 
mission? studied the. patterns of 
hospital care and a subsequent 
commission* studied the financing 
aspects. The separation of these 
studies was dictated by circum- 
stances. It is hoped that in Japan 
this separation could be avoided 
and one commission be appointed 
to study the patterns of hospital 
care and the financing of that care. 


This commission should not be 


a governmental commission nor 
should it be appointed by any gov- 
ernment agency. Its membership, 
however, should include represent- 
atives from the Ministry of Health 
and Welfare in addition to repre- 
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sentatives from at least the follow- 
ing fields of activity: the social in- 
surers and the insured; industry, 
banking and the legal professions; 
physicians, nurses and_ hospital 
administrators and representative 
citizens of Japan. | 

The members of such a com- 
mission should be chosen not only 
for their ability to devise solu- 
tions for the Japanese hospital 
problems but also for their ability 
to stimulate remedial action. It is 
not enough to prescribe a remedy. 
The patient must be persuaded to 
take the cure. 

As indicated above, one of the 
two major study areas of such a 
commission would be the financial 
plight of Japanese hospitals. Ade- 
quate financing is not an absolute 
guarantee of high quality hospital 
care. It certainly is an absolute 
essential. 

The social insurance schemes are 
the most important factor in the 
financing of hospital care. Some 
70 per cent of the population of 
Japan is covered by one form of 
social insurance or another. Hos- 


- pital care payments by the schemes 


are totally inadequate. 

Payments for hospital care and 
medical care are based on the unit 
system for various services in- 
cluding bed, drugs, and profession- 
al care and there is no variation 
for qualitative or quantitative dif- 
ferences in care rendered. The 
daily payment for such care is 
based on the unit system and units 
are constant at 11% yen for all 
of Japan with the exception of 
Tokyo and five other cities where 
the unit is 12% yen. The hospitals 
receive 30 units per day of care, 
approximately $1. The unit values 
used have not been increased for 
the past five years. 

It is a tribute to the devotion 
of those who work in Japanese 
hospitals that they have resisted 
this financial pressure and given 
to the Japanese people a higher 
quality of care than the hospitals 
were paid for. 

A different rate of payment to 
each hospital, depending upon the 
actual cost of services instead of 
the present flat unit fee, must be 
instituted. If Japan takes this step, 
as it must if it is to deliver proper 
hospital service to its people, it 
will mean the inevitable expendi- 
ture of greater funds for hospital 


services. However, the results will 
be better hospital care for the 
Japanese people and economic ben- 
efits because of the betterment of 
the national health. 

It would be regrettable if full 
costs could not be paid. However, 
if a policy decision were reached 
that this could not be done, the 
principle of payment related to 
costs must not be abandoned. 
Whatever funds are available for 
the payments to hospitals should 
be apportioned to hospitals on the 
basis of costs prorated to the limit 
of available funds. 

As one would expect, wherever 
the unit payments are supplement- 
ed from one source or another, as 
in the endowed hospitals and the 
company-owned hospitals, the lev- 
el of care provided is higher. 


COMPLETE CARE ESSENTIAL 


The other notable defect in hos- 
pital care in Japan is the absence 
in most hospitals of a program of 
complete care. Such care is ren-— 
dered in some of the more progres- 
sive hospitals in Japan. It should 
be rendered in all. 

The traditional movement of 
family with the patient into the 
hospital has continued to the pres- 
ent day. The family brings to the 
hospital the patient’s bed clothing 
and other essentials. The family 
or a hired attendant (in such cases 
the social insurance provides addi- 
tional funds for the attendant) 
nurses the patient, does his cook- 
ing, does his laundry, etc. In many 
wards, there is hardly room to 
move because of the space occu- 
pied by the family or attendant 
and the household equipment. 

This ‘family care” tradition ap- 
pears to be less costly. Actually, 
it is more costly in terms of total 
length of stay, fewer patients who 
can be cared for and the unmeas- 
ured increase in morbidity and 
mortality. Complete hospital serv- 
ice, in the hands of properly 
trained personnel, would return 
patients to their work and to their 
homes more quickly and thus bene- 
fit the total economy of the nation. 

There is a praiseworthy trend to 
throw off this traditional but in- 
adequate method of hospital care 
and to ‘replace it with the essen- 
tial complete hospital and nursing 
service. Outstanding instances seen 
by this observer were the St. 
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Table 1—Number of hospitals and hospital beds in Japan in 1955 by type and ownership 


Juridical 
person Private 
Classification Total Government (nonprofit) (proprietary) 

Hospitals 
Total 5119 ( 100 per cent) 1449 (28 per cent) 898 (18 per cent) 2772 (54 per cent) 
Mental 260( 5 per cent) 36 40 184 
Tuberculosis and 

communicable 

diseases 763 ( 15 per cent) 379 122 262 
General 4096 ( 80 per cent) 1034 (25 per cent) 736 (18 per cent! 2326 (57 per cent) 
Beds 
Total 7 512,688 ( 100 per cent) 247,565 (48 per cent); 127,400 (25 per cent) | 137,723 (27 per cent) 
Mental 44,250 ( 8.6 per cent)| 11,772 9,928 7 22,550 
Tuberculosis and 

communicable 

diseases 269,455 (52.6 per cent)| 159,055 63,167 47,233 
General 198,983 (38.8 per cent)| 76,738 (39 per cent)| 54,305 (27 per cent)| 67,940 (34 per cent) 
Average size | 
of hospital 100 171 142 50 


(ELC—Nov. 20, 1956) 


Luke’s Hospital in Tokyo and the 
National Hospital in Kyoto. There 
were others providing this type of 
care but these two seemed, to the 
author of this report, exceptional. 

A combination of both of the 


' major obstacles to improvement of 


hospital care in Japan, traditional 


and financial, is seen in the hos- 
pital pharmacy. It is traditional 
that all hospital pharmacists com- 
pound individual powders. The so- 
cial insurance schemes provide a 
greater payment if such com- 
pounded prescriptions or injections 
are used. Thus there is a combina- 


tion of traditional and financial 
deterrents which militate against 
the use of modern capsules and 
manufactured pills which would 
actually save funds and would also 
save the valuable nursing time now 
expended in giving a multiplicity 
of injections. 


Table 2——Number of medical and dental clinics with beds in Japan—1955 by ownership 


Juridical 
person Private 
Total Government (nonprofit) (proprietary) 
Total ‘17,548 1266 322 15,960 


(ELC—Nov. 20, 1956) 


Table 3——Number of patient beds in hospitals and clinics in Japan—1955 by type and 


ownership 
Juridical 
person Private 
Classification Total Government (nonprofit) (proprietary) 
Total 626,716 (100,per cent)|259,049 (41 per cent)/130,471 (21 cent)|237,196 (38 per cent) 
Mental 44,250( 7/per cent)| 11,772 9,928 22,550 
Tuberculosis and 
communicable 
diseases 269,455 ( 43 per cent)|159,055 63,167 47,233 7 
General (total) {313,011 ( 50 per cent)} 88,222 (28.2 per cent)| 57,376 (18.3 per cent)/167,413 (53.5 per cent) 
In hospitals [198,983 ( 32 per cent)| 76,738 (39 per cent)| 54,305 (27 per cent)| 67,940 (34 per cent) 
In clinics 114,028 ( 18 per cent) 3,071 3. per cent)| 99,473 (87 per cent) 


11,484 (10 per cent) 


(ELC—Nov. 20, 1956) 
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The proprietary hospital plays 
a much larger role in the provision 
of hospital care in Japan than it 
does in the United States. Table 
1, page 36, based on 1955 statis- 
tics* collected by the Ministry of 
Health and Welfare, shows that no 
less than 54 per cent of-all the 
hospitals in Japan are proprietary 
and no less than 27 per cent of 
total beds are in these proprietary 
hospitals. 

Under Japanese law, a hospital 
must have 20 or more beds. There 
are, in addition to the 512,688 beds 
provided by hospitals, 114,028 beds 
in medical and dental clinics, a 
clinic being defined legally as 
having less than 20 beds and not 


hospitalizing a patient for more 


- than 48 hours. Table 2, page 36, 


shows the number of medical and — 


dental clinics with beds in Japan 
in 1955 by ownership. It is sig- 
nificant that of the total of 17,548, 
no less than 15,960 were propri- 
etary. 

Table 3, page 36, shows the 
number of patient beds in both 
hospitals and clinics in Japan in 
1955 by type and ownership. When 
hospital and clinic beds are com- 
bined, the percentage of propri- 
etary beds increases to 38 per cent. 
Private ownership of hospital 
beds is stimulated by appropria- 
tions of national funds for both 
capital and operating purposes to 
such proprietary institutions. 
This trend should be reversed 
and the nonprofit, community hos- 
pital should be encouraged in all 
possible. ways. These should be 
governed, as in the United States, 
by citizen-trustees. This step 
would produce responsiveness to 
local needs and inculcate local 
pride and interest in the service 
_ of the community hospital. 


MEDICAL STAFF ORGANIZATION 


Medical staff organization in 
Japan is quite unlike that which 
is general in the United States. 
The medical staffs in all of the 
Japanese hospitals seen personally 
or studied by the author are en- 
tirely on a full-time salaried sys- 
tem. Even when hospitals are 
owned by individual physicians, 
hospital doctors are hired by them 
on salaried basis. This salaried sys- 
tem has also contributed to private 
ownership of hospitals and clinics. 

This is called a ‘closed staff 
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responsibility. 


system” in Japan, the “open staff’ 
being the nonsalaried system. Thus, 
the terms “closed staff” and “open 
staff” carry different meanings in 
Japan than in the United States. 
_ It certainly does not seem feasi- 
ble, even if it were wise, to abolish 
the full-time staff practice in Jap- 
anese hospitals. However, it does 
seem essential that doctors in pri- 
vate practice be brought -into hos- 
pital staffs on a part-time basis. 
The combination of full-time and 
part-time staffs has been excep- 
tionally. successful in the United 
States and this amalgamation of 
medical talent should be carefully 
considered by the physicians in 
hospitals of Japan. 


HOSPITAL ADMINISTRATION 


National Institute of Hos- 
pital Administration has done a 
most commendable job in post- 
graduate training and _ education 
through short courses for admin- 
istrators and department heads 
since its organization in 1949. 
However, there is much room for 
improvement in hospital adminis- 
tration in Japan. A program of 
formal graduate education for hos- 


. pital administrators is badly need- 


ed to form a nucleus of skilled 
and trained administrators for the 
Japanese hospital system. 

Japanese law requires that all 
hospital administrators be physi- 
cians, they being known as medi- 
cal directors. These. men are ordi- 
narily senior members of medical 
staffs, with long clinical 
grounds, who have reached the 
stage of less active clinical prac- 
tice, often at the emeritus level. 
They have little, and often no, for- 
mal training in hospital adminis- 
tration. 

As qualified hospital administra- 
tors are developed, they can as- 
sume the administrative duties of 
the present medical directors. The 
senior administrative officer in a 
hospital should have no clinical 
It seems far more 
logical that the present medical 
director become the chairman of 
the medical board or the president 
of the medical staff rather than 
the chief administrative official. 

As a stop gap measure to meet 
this need for administrative train- 
ing, it would be well if the authori- 
ties considered the immediate or- 
ganization of two or three seminars 


back- . 


in hospital administration to be 
conducted at the National Institute 
of Hospital Administration. 

Simultaneously, efforts should be 
made to strengthen the training 
of those at the departmental head 
level. Persons trained in medical 
records administration and oppor- 
tunities for such training seemed 
to be especially lacking, only one 
medical records person with spe- 
cial training being observed in 
Japan during the visit. 

Real attempts are being made 
in Japan to bring into the plan- 
ning and design of new hospitals 
the most modern thinking. The 
past’s greatest legacy of inefficien- 
cy in this area, it seems, is in the 
lack of centralization of services. 
Medical education in Japan is 
based on the old Furopean system 
wherein individual professors ad- 
ministered their own departments 
autonomously and independently 
of any other department, even in 
the same clinical field. 

Each professor not only has his 
own beds but also his own nursing 
and other personnel and his own 
laboratory and diagnostic facilities. 
An example of this is one hospital 
which has three x-ray units in 
three separate departments of 
medicine. | 

The National Institute of Hos- 
pital Administration has been vig- 
orous in its campaign for central 
services and for a central pool of 
skilled technicians, to conserve the 
valuable time of physicians, now 
often expended on routine labora- 
tory tasks. 

More emphasis needs to be 
placed also on the provision of 
emergency facilities. Such facili- 
ties are sadly lacking in most Jap- 
anese hospitals at this time. 

It should be noted that the need 
for advanced equipment, such 
as electron miscropes, apparently 
has been overemphasized in the 
planning and design of new Jap- 
anese hospitals and such funda- 
mentals as proper facilities for the 
care of laboratory animals so im- 
portant to diagnoses and research 
has been sorely underemphasized. 

The Japanese Hospital Associa- 
tion must be nurtured so that it 
assumes its proper role in the im- 
provement of hospital care in 
Japan. It is encouraging to note 
that the Japanese Hospital Asso- 

(Continued on page 101) 
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analyzing 
turnover among 
hospital personnel 
—part one of a 


three part series 


new ways 
to measure 
personnel 
Turnover 
in hospitals 


by EUGENE LEVINE and STUART WRIGHT, Ph.D. 


N LEAST ONE research study has 
indicated that it costs a hos- 
pital $125 each time an employee 
resigns (1), (2). A recently com- 
pleted study of 60 hospitals dis- 
closed an average annual turnover 
rate of approximately 60 per cent 
in hospitals, more than twice that 
in other industries (3). Applying 
this rate to the total staffing of one 
and a quarter million employees, 
the annual number of resignations 


in all United States hospitals 


amounts to three quarter million. 
Simple arithmetic dicloses that each year 
turnover adds nearly $100 million to the 
cost of running hospitals. 

Wastage created by personnel 
turnover is costly not only in terms 
of money (4). Personnel turnover 
statistics are also indicators of the 
level of job satisfaction and the 
volume and quality of work pro- 
duced. They can be_ used. to 
measure the effect of changes in 
personnel policies in hospitals— 
downward turnover suggesting a 


favorable change. They can help 


to localize trouble spots in spe- 
cific classes of positions or specific 
organizational units of the hospital. 


Eugene Levine is chief and Stuart Wright, 


Ph.D., is research psychologist of the re- 
search and statistics branch, Division of 
Nursing Resources, Department of Health, 
Education, and Welfare. 


The author stresses the importance 
of turnover statistics to hospital ad- 
ministration and discusses three new _ 
methods for obtaining this data stating 
the advantages and limitations of each. 
Part II of this series—showing the 
results of a study of nursing personnel 
turnover in 60 general hospitals—and 
Part II1I—describing a study of the 
relationship between turnover and job 
satisfaction—will appear in _ future 
issues of this Journal. 


There are several new ways to 
measure personnel turnover: one 
way is a refinement for purposes 
of statistical analysis of the pres- 
ent method used to measure turn- 
over; another is a_ measure of 
whether turnover is confined to a 
small number of positions or is 
spread throughout the whole hos- 
pital; the last method applies the 
actuarial concept of life expectan- 
cy to the measurement of turnover. 


THE TURNOVER “RATE” VERSUS 
RELATIVE FREQUENCY OF TURNOVER— 


The most widely used measure 
of turnover is called the turnover 
rate. It expresses the number of 
personnel who resign as. a per- 
centage of the average number of 
persons employed in a specified 
time (5), (6). This measure is 
easy to compute and requires lit- 
tle explanation to be understood. | 


Table 1 


Comparison between turnover rate and relative 


frequency of turnover 


during the year 


average number employed 


during year’ 


during year 


RELATIVE FREQUENCY 
OF TURNOVER? | 54.5 per cent| 47.4 per cent 


total number eof terminations 


tetal number employed 


HOSPITAL A HOSPITAL B 


120 180 
100, 200 
220 380 


TURNOVER RATE? | 120 per cent | 90 per cent 


' Number of positions filled at the beginning of the year + 


number of positions filled at the end of the year =~ 2. 


2 Percentage of average number of persons employed dur- 


ing the year who terminated their employment during 


the year. 


3 Percentage of total number of persons employed during 
the year who terminated their employment during the year. 


A turnover rate of 100 per cent 
in a year means the number 
of resignations during the year 
equalled the average number of 
persons employed by the hospital 
during the year. | 
In statistical analysis of the vol- 


. ume of turnover this measure has. 


certain limitations (7), (8), (9). 
Although called a turnover rate, 
when used to measure annual 
turnover it loses an important 
feature of a rate. | 

Statistically speaking the term 
“rate” is often used to mean the 
relative frequency of occurrence— 
or the risk of occurrence—of an 
event. The familiar annual death 
rate, which is the proportion of 
the total population dying during 
the year, states the relative fre- 
- quency of occurrence of deaths— 
or the risk of dying—in a 12 month 
period. 

The death rate and other sim- 
ilar rates are made up of two fac- 
tors: a numerator that is a count 
of the event, such as the number 
of persons dying, and a denomina- 
tor that is a count of the total 
population exposed to risk of oc- 
currence of the event (10). Since 
the numerator is a portion of the 
denominator, rates theoretically 


Table 2 


Computation of age-adjusted turnover rates 


can never exceed 100 per cent or 
whatever base is used. 

“When computed on an annual 
basis, turnover “rates” do not con- 
sist of denominators which are 
counts of the whole population ex- 
posed to risk. Therefore, they don’t 
express the relative frequency of 
occurrence, or risk, of turnover. 
The denominator of the turnover 
rate is the average number of per- 
sons employed during the year—or 
the average number of filled posi- 
tions. This. figure is derived by 
adding the number of persons em- 
ployed at the beginning of the 
year to the number employed at 
the end of the year and dividing 
by two. 

The average number of filled 
positions is not the total popula- 
tion exposed to the risk of turn- 
over since within the period of 
a year many positions are filled by 
several different people. Unlike a 
true relative frequency the turn- 
over rate doesn’t have a limit of 


100 per cent, but may reach in- 


finity. 

One way of getting around this 
difficulty is to compute turnover 
rates for periods shorter than a 
year. The Department of Labor’s 
Bureau of Labor Statistics uses 


monthly rates computed by divid- 
ing the number of terminations 
during the month by the total 
number of employees on the pay- 
roll during a typical workweek 
in the month (11). 

Since there is little likelihood 
that a position will be filled by 
more than one employee within 
the short space of a month, this 
rate is a true relative frequency. 
Monthly turnover rates are satis- 
factory where the number of em- 
ployees is large, as is the case with 
the industries studied by the bu- 
reau. As most hospitals have 
small staffs, however, it would be 
impractical to compute monthly 
rates for an individual hospital. 
For this reason, all rates discussed 
here are annual measures. 

The turnover rate is a ratio of 
leavers to stayers. The relative fre- 
quency of turnover is the number 
of employees who left during the 
year divided by the number of 
employees who did not leave dur- 
ing the year and the number who 
did—in other words, by the total 
number employed during the year. 
Stated another way, the relative 
frequency of turnover is the pro- 
portion of persons who terminated 
their employment to the total 


Table 3 


Comparison between turnover rates and 
stability rates in two units of a hospital 


Actual age distribution of employees and turnover rates in Medicel Sevntedl 
two hospitals service service 
AVERAGE EMPLOYED | TOTAL TERMINATIONS TURNOVER RATE 
AGE DURING YEAR DURING YEAR ‘per cent) number employed at beginning of year 15 15 
| number employed at end of year 15 15 
Hosp. C | Hosp. D | Hosp. C.| Hosp. D | Hosp. C | Hosp. D average number employed during year 15 : 15 
aie number of terminations during year 
nder 
40 yers | 60 | 40 | 30 50 | 60 nee 5 10 
40 years | total terminations during year 10 10 
and over 40 60 5 12.5 15 . 
, TURNOVER RATE | 67 per cent | 67 per cent 
All - 
jodi 100 100 35 | 35 33 INSTABILITY RATE | 33 percent | 67 per cent 
LENGTH OF SERVICE OF PERSONNEL NUMBER OF 
Computation of adjusted turnover rates assuming identical age EMPLOYED AT END OF YEAR EMPLOYEES 
distributions in twe hospitals | Medical Surgical 
AGE AVERAGE EMPLOYED | TOTAL TERMINATIONS TURNOVER RATE service service 
DURING YEAR DURING YEAR (per cent) 
total 15 
Hosp. C | Hosp. D | Hosp. C | Hosp. D | Hosp. C | Hosp. D sadee 6 wonthe 3 5 
moe 6 months to 1 year 2 5 
nder 
40 3to 5 years 2 2 
re 5 to 10 years 4 1 
and over 40 40 2 12.5 15 10 8B years ] 
ee casi 15 to 20 years 2 0 
sleyene | 100 1 100-1 35 35 | 42 MEAN LENGTH OF SERVICE | 6 years | 2.2 years 
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number of persons employed dur- 
ing the year. 

The relative frequency of turn- 
over and the turnover rate have 
the same numerators in common— 
the number of personnel who re- 
sign during the year—but they dif- 
fer in their denominators. The 
turnover rate is based on the 
average number of persons em- 
ployed during the year; the rela- 
tive frequency of turnover. is 
based on the total number of per- 
sons employed during the year. 
When rates are computed for pe- 
riods shorter than a year the 
average number employed becomes 
closer and closer to the total num- 
ber employed. 

Table 1 (page 38) shows that 
Hospital A had a 120 per cent turn- 
over rate during the year and Hos- 
pital B, 90 per cent. The difference, 
30 per cent, seems high and raises 
questions about the way Hospital 
A is run. However, there is a pos- 
sibility that the 30 per cent dif- 
ference could have occurred as a 
result of what is technically called 
random sampling fluctuations. 
When one sample statistic is com- 
pared to another sample statistic, 


there is a certain allowable amount. 


of difference which can be attrib- 
uted to random sampling rather 
than to real differences in turnover 
behavior between the two hos- 
pitals. 

To determine whether the dif- 
ference in the turnover rates of 
the two hospitals can be attrib- 
uted to random sampling fluctu- 
ations, the relative frequency of 
turnover needs to be computed, 
since the statistical evaluation has 
to be based on a true relative fre- 
quency rather than on an impure 
rate like the turnover rate. Using 
the relative frequencies of turn- 
over, Hospital A had 54.5 per cent 
and Hospital B had 47.4 per cent. 
When this difference of 7.1 per 
cent is analyzed statistically, it is 
discovered that such a difference 
could have arisen through random 
sampling errors rather than, say, 
different levels of job satisfaction 
in the two hospitals. 

The main value of the relative 
frequency of turnover as a meas- 
ure of turnover is in the statistical 
analysis of the difference between 
sample rates. For descriptive pur- 
poses the familiar turnover rate is 
still very useful since it is easily 
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and widely understood and has 


dramatic appeal. However, when 
turnover rates are compared and 
the statistical significance of dif- 
ference in rates is to be evalu- 
ated, the relative frequency of 
turnover is the most appropriate 
measure to use. ? 


CRUDE TURNOVER RATES 
VERSUS REFINED RATES— 


A shortcoming of the turnover 
rate and the relative frequency of 
turnover is that they are both 
crude rates. This means that when 
used for making comparisons be- 
tween hospitals, or even in the 
same hospital over a period of 
time, they don’t take into account 
the possible dissimilarities in cer- 
tain characteristics of the person- 
nel in the hospitals (7). Differ- 
ences in turnover rates that are 
often attributed to varying levels 
of job satisfaction may in fact be 
the result of disparate demographic 


characteristics like age, sex, length 


of service and, most important, dif- 
ferences in types of positions held 
—in the groups of employees be- 
ing compared. 

The term “crude” rate originates 
in the field of vital statistics. The 
total annual death rate is a crude 
rate. In 1955 this rate was 11.3 
(per 1,000 population) in Vermont 
and 7.6 in Texas. This doesn’t 
mean Vermonters are sicker than 
Texans; it happens to mean they 
are older. Similarly, turnover may 
be extensive in a hospital because 
it has a high proportion of young 
nurses who for reasons like child- 
bearing have less stable tenure 
than older nurses rather than be- 
cause it has unsatisfactory work- 
ing conditions. 

Crude rates can be refined by 
various methods. One way is to 
use specific turnover rates rather 
than an over-all average rate for 
the whole hospital. Separate turn- 
over rates can be computed for the 
various categories of positions like 
head nurses, staff nurses, practical 
nurses, or for specific services such 
as medical, surgical, obstetrics. 
Likewise, rates can be computed 
specifically for certain age groups 
or other characteristics. Compar- 
isons between hospitals are more 
meaningful when they are specific 
for those factors that may im- 
portantly influence turnover rates. 

Frequently, a single summary 
figure is desired in comparing turn- 


over. Total turnover rates can be 
adjusted to account for the differ- 
ing characteristics of the em- 
ployees in the institutions being 
compared. Table 2 (page 39), il- 
lustrating this process, shows how 
a crude turnover rate can be mis- 
leading: Both hospitals have the 
same number of employees—the 
crude turnover rates are slightly 
higher in Hospital C than Hospital 
D. The ages of the employees in 
the hospitals are very dissimilar, 
however, being much younger in 
the hospital with the greater total 
turnover. The age specific rates are 
lower for each group in Hospital 
D which would indicate that it 
actually has proportionately less 
turnover than the other institu- 
tion. The adjusted rates which 
show the turnover in terms of 
identical age distributions in the 
two hospitals reveal a higher turn- 
over rate in Hospital D with its 
older employees. 
INSTABILITY RATE— 

Another serious drawback of. 
crude turnover rates is that they 
hide differences in length of serv- 
ice of employees. Two hospitals 
can have identical crude turnover 
rates, yet, one hospital may be 
mainly staffed with short service 
employees and the other with per- 
sonnel who for the most part have 
long periods of employment. 

Table 3 (page 39) illustrates the 
way the crude rates obscure dif- 
ferences in employee stability. The 
medical service in Hospital A has 
15 positions. Ten of these were 
filled by the same employees for 
the entire year. Five positions were 
filled by 3 different persons during 
the year. Total number of termina- 
tions equalled 10; the average 
number employed was 15; turn- 
over rate equalled 67 per cent. 

Hospital A’s surgical service, 
also with 15 positions had only 5 
filled throughout the year by the 
same persons. The other 10 were 
each filled by 2 different per- 
sons. This’ service’s turnover rate 
also equalled 67 per cent. 

It is obvious that although both 
services have identical crude turn- 
over rates, medical has a more 
stable staff since 10 out of 15 of 
its staff remained on the job dur- 
ing the entire year, while in sur- 
gical only 5 served for this length 
of time. Although the volume of 
turnover was the same for both 
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services—on the average, two- 
thirds of the total personnel 
employed terminated their employ- 
ment during the year—only one- 
third of the positions in medical 
were affected by turnover, while 
in surgical, turnover was spread 
throughout two-thirds of the posi- 
tions. In other words, the average 
length of service among employees 
in medical was six years; in surgi- 
cal it was two years. The expec- 
tation of service was three times 
as great per employee in medical 
as in surgical. 

Obviously, the crude turnover 
rate by itself obscures among other 
important elements the factor of 
length of service. Two measures 
that consider this factor have al- 
ready been mentioned. One is the 
instability rate which is simply: 
the percentage of persons em- 
ployed at the beginning of the 
year who terminated their employ- 

ment during the year. 

In the illustration in Table 3, 
with identical turnover rates, 
medical had an instability rate of 
33 per cent compared with 67 per 
“cent in surgical. Even though the 
total volume of turnover was the 
same, medical staff was more sta- 
ble than surgical. 

A hospital having no turnover 
within a 12-month period would 
have a turnover rate of zero and 
an instability rate also of zero. A 
hospital in which all positions 
turned over once would have a 
turnover rate of 100 per cent (as- 
suming of course all the positions 
were refilled at the end of the 
year), and an instability rate also 
of 100 per cent. A hospital where 
all positions turned over twice 
would have a turnover rate of 200 
per cent and an instability rate 
of 100 per cent. A turnover rate 
of 100 per cent and an instability 
rate of 50 per cent would mean 
that half of the positions turned 
over twice. In other words, the in- 
stability rate measure the amount 
of turnover among those on the 
payroll at the beginning of the 
year, while the turnover rate 
measures the amount of turnover 
among those on the payroll at the 
beginning of the year and those 
who were hired during the year. 

The other measure of length of 
service is simply: the average 
length of employment of person- 
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nel on the payroll during the year. 
This is a useful measure as it takes 
into account the employee’s total 
years of service, thus offering a 
longer range view of the turnover 
process. Although not precisely 
equivalent to the actuarial con- 
cept of “expectancy” of service, 
the average length of service has 
the same significance to the hos- 
pital administrator. 

A future article (3) showing the 
results of a study of nursing per- 


sonnel turnover among a sample 


of 60 general hospitals in the 
United States will appear in the 
September 1 issue of this Journal. 
Both turnover and instability rates 
by size and ownership of hospital, 


and category of nursing personnel 


will be presented. Turnover data 


will be available from a large and 


representative sample of hospitals. 
Instability rates are used in this 
turnover analysis of hospitals. 


EXPECTANCY OF SERVICE— 
Expectancy of.service is perhaps 
the best measure of turnover be- 
havior, although not the easiest 
to compute, since it takes into ac- 
count the total turnover history 
of the hospital. Expectancy of 
service is determined by actuarial 
methods that show for a “fixed 
original number of entrants the 
number of employees remaining at 
the end of consecutive intervals of 
time and the number leaving with- 
in each interval, in the same way 
that life tables show the number 
alive at any age and the number 
dying between successive ages” 
(7). 

To determine expectancy of 
service you have to follow up a 
group or cohort of new employees 
from the time they enter service 
until they terminate their employ- 
ment. The length of time each of 
the original group is employed is 


Hill-Burton support for health facilities a 


as of Dec. 31, 1956 


Type of Facility Beds Added | 
Total—all facilities 3,234 142,620 $829.3 $2,619.6 
General hospitals 2,179 114,377 690.7 2,159:0 
In places under 5,000 836 24,477 143.3 367.0 
5,000— 10,000 359 16,265 101.9 259.1 
10,000— 25,000 380 24,414 144.9 411.0 
25,000— 50,000 176 13,524 75.6 247.2 
50,000—100,000 140 12,599 81.3 258.4 
100,000 and more 288 | 22,798 143.7 616.3 
Public health centers 575 (84)* | XX 28.1 80.6 
In places under 5,000 | 313 (14)* | XX A 16.3 
5,000— 10,000, 91(18)* xx 3.9 9.5 
10,000— 25,000! 67(15)*| xx 3.0 7.8 
25,000— 50,000 36 ( 4)* XX 2.9 9.8 
50,000—100,000 XX aa 8.7 
100,000 and more | 49 xx 8.3 28.5 
Total—other facilities 480 +i 27,243 110.5 380.0 
Tuberculosis hospitals 68 | 7,072 24.2 67.7 
Mental hospitals | 100 12,107 35.0 93.1 
Chronic hospitals 94 6,176 22.5 93.6 
Nursing homes 61 2,888 8.3 30.0 

Diagnostic or | 
treatment centers 92 XXX i 37.2 
Rehabilitation centers 46 XXX 6.6 37.8 
State health | 

laboratories 19 XXX 4.2 20.6 


*NOTE: Figures in parenthesis indicate additional Public Health Centers built in com- 
bination with General Hospitals, and not reported as separate projects. 


This resume of Hill-Burton support for health facilities has been prepared by Vv. M. 
Hoge, M.D., assistant surgeon general and chief of the division of hospital and medical 


facilities of Public Health Service. 
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computed. A table is drawn up 
that shows for this group the num- 
ber who are still employed at the 
end of the first year, the number 
who remain on the payroll for 
two years, three years, four years, 
and so on. This is like the sur- 
vivorship tables used by insurance 
companies to figure out the cost of 
policies. 

The analysis is completed when 
the last remaining employee ter- 
minates his employment. Fifty 
years may elapse before this hap- 
pens, so it is obvious that the fol- 
low-up approach is impractical and 
would yield out-of-date figures. An 
alternative method is to analyze 
the work history of all the em- 
ployees who were ever on the pay- 
roll of the hospital. You can de- 
termine from the analysis the 
average percentage of personnel 
who remained on the payroll after 
one year of service, after two 
years, and so on. These percent- 
ages are applied to a hypothetical 
group of new employees to yield a 
table similar to the one that is de- 
veloped from a long-term follow- 
up study. From one week or so 
of figuring you can come up with 
a table that would otherwise take 
many years to develop. 

What is the value of this table? 
Among the various uses is to an- 
swer such questions for the ad- 
ministrator as: How many years 
of service can I expect on the 
average from each new employee’ 
After what length of employment 
do personnel settle down and re- 
main more or less permanent mem- 
bers of the staff? How does my 
hospital compare to others in re- 
lation to the turnover behavior of 
employees? 


SUMMARY AND CONCLUSIONS— 

Wastage due personnel 
turnover costs hospitals millions 
of dollars annually. Since the turn- 
over problem is of such magni- 
tude special consideration should 
be given to ways of measuring it. 

@® The most widely used turn- 
over measure—the percentage of 
average number of persons em- 
ployed terminating their employ- 
ment during the year—has a 
weakness when making statistical 
comparisons of turnover within or 
between hospitals since the sig- 
nificance of variations in these 
rates cannot be statistically evalu- 
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ated. For statistical analysis, the 
appropriate measure is the relative 
frequency of turnover—the per- 
centage of total employees on the 
payroll during the year termi- 
nating employment. 

@A single turnover figure can 
be misleading in making compari- 
sons since personnel in hospitals 
being compared may differ widely 
in their ages, marital status, 
length of service, type of position, 
and so forth. Separate turnover 
rates for different age groups, or 
classes of personnel, or subdivi- 
sions in the hospital disclose im- 
portant clues about causes of 
turnover that are masked by a 
single summary figure. When a 
single figure is desired, adjust- 
ments can be made for differences 
in demographic characteristics. 

@®A useful measure of the 
spread of turnover within the hos- 
pital is the instability rate—the 
percentage of personnel employed 
at the beginning of the year who 
terminated their employment dur- 
ing the year. Since two hospitals 
can have the same turnover rates, 
yet one be made up completely of 
short-term personnel and the other 
of personnel who by and large 
have long years of service, the 


instability rate adds much to turn-_ 


over analysis. 


why are “good” 
personnel policies ‘“‘good”’ 


@ Another measure of instability 
is the average years of employment 
of personnel on the payroll during 
the year. The latter comes closest 
to what is perhaps the best meas- 
ure of turnover behavior—the ex- 
pectancy of service. This is com- 
puted with actuarial techniques by 
tracing the working life of a group 
of employees from the time they 
entered service until the day they 
become a turnover statistic. ad 
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lf they are going to 
serve their real purpose, 
personnel policies should 
set up a standard of 
‘action in advance, of what 


employees may expect the hospital to do about them in certain sets 
of circumstances. People are willing to work better when they aren’t 
plagued by the greatest deflater of all—abrupt uncertainty of how 
they will be treated. People are made with a craving for some ad- 
vance “know-how’’ on what might happen to them. This formula 
they want. Yet, and at the same time, they want the formula to be 
flexible enough to give a little in exceptional circumstances where 
this elasticity is needed to somehow bring about a square deal— 
the real purpose of any policy involving people. 

Good personnel policies then, do two things: (1) they standardize — 
what is to happen in certain given sets of situations, (2) yet, at the 
same time, they permit flexibility—-enough to bring equity and a 
fair deal out of every situation. Then and only then, (when they 
standardize handling and yet are flexible) is the stage set for 
desirable results in handling people whose work lives you have 
organized.—JOHN M. BOYER, formerly public relations director, Ault- 
man Hospital, Canton, Ohio, and presently with Lincoln Engineering 


Co., St. Louis. 
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affiliation experience provides 


mutual help 
for student 
anesthetists and 
smaller hospitals 


by LEAH THARALDSON, R.N. and- 


GILBERT L. CAKE 


PROGRAM, recently inaugurated 
A in Minnesota, of affiliating 
students of anesthesia from the 
school of a large urban hospital 
to a typical small community hos- 
pital is helping to alleviate the 
perpetual and pressing need of 
smaller hospitals for well-trained 
personnel. 

The purpose of the affiliation 
program is to orient the future 
anesthetist to the opportunities 
for professional and social experi- 
ence through association with hos- 
pitals outside the metropolitan 
areas. Because of the experience 
and training received in smaller 
hospitals the students are better 
prepared and more willing, after 
completion of training, to accept 
positions in rural areas. 

As to the ultimate success of 
affiliation as one solution to the 
problems of staffing encountered by 
the smaller hospitals, more time is 
needed to evaluate the significance 


Leah Tharaldson, R.N., is director of the 
school of anesthesia, Northwestern Hospi- 
tal, Minneapolis. Gilbert L. Cake is ad- 
ministrator, St. Lucas Deaconess Hospital, 
Faribault, Minn. 
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AT ST. LUCAS Deaconess Hospital, a student affiliate from the Northwestern Hospital School 


of Anesthesia administers an anesthesia under the supervision of a registered nurse anesthetist. 


of the fact that three of the first 
four students who enjoyed this 
affiliation privilege have accepted 
jobs in hospitals employing only 
two anesthetists. 


SENDING HOSPITAL 


This program was initiated by 
Northwestern Hospital in Min- 
neapolis—a voluntary, nonprofit, 
community hospital with an aver- 


age daily census of 325 patients. 


(There were 5,610 surgical and 
1,997 obstetrical anesthetics ad- 
ministered in 1956 in Northwestern 
Hospital. ) | 

Northwestern Hospital opened a 
school of anesthesia for licensed 
professional nurses in April 1952 
because of the increasing difficulty 
of obtaining certified anesthetists 
to serve its own patients, as well 
as to help solve the more serious 
similar problem taking shape in 
the rural hospitals in the area. 

The school of anesthesia used 
the curriculum recommended -by 
the American Association of Nurse 
Anesthetists. As a continuing bar- 
rage of letters offering employment 
to the graduating anesthetists be- 
gan arriving, it became apparent 
that there was a higher proportion 
of offers from hospitals of less than 
100 beds. Accordingly the curricu- 
lum was changed slightly to place 
emphasis on the needs and require- 
ments of these hospitals. | 


TREND EVALUATED 


Northwestern Hospital anesthe- 
sia graduates were reluctant to ac- 
cept offers in rural communities, 
however, the women being more 


reticent than the men. Since the 
smaller hospital employing fewer 
anesthetists is usually in a posi- 
tion to offer a larger salary than 
the large hospital this tendency 
to remain in urban areas needed 
further evaluation. 

Study produced two _ possible 
reasons for these trends: 

(1) The experience of the stu- . 
dent anesthetist in a busy metro- 
politan hospital did not fit her to 
evaluate the work load, or the 
different atmosphere of a smaller 
hospital. Students did not per- 
ceive that a smaller complement 
of anesthetists would mean a 
smaller over-all number of anes- 
thetics to be administered. 

(2) Men were more eager to 
start work in a smaller com- 
munity because, for the most part, 
they were married and depended 
upon their wives to establish the 
social contacts in the new location. 

Since affiliation is a long estab- 
lished practice to enable a stu- 
dent to obtain wider experience, 
Northwestern Hospital concluded 
that planning an affiliation for the 
student anesthetists typical 
smaller hospitals would enable 
them to evaluate their opportuni- 
ties in such hospitals more clearly. 

As now planned, the affiliation 
experience of four weeks takes 
place during the senior quarter of 
a one year course. By this time 
the students have completed all 
basic theory and have had thor- 
ough indoctrination and practice in 
recommended methods of admin- 
istering anesthesia. The semian- 
nual starting of a new class means 
that all the students must obtain 
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their affiliation experience in two 
months time, since the last month 
of the course is reserved by the 
school for review and examination 
on the theory of anesthesia, and 
for final grooming and polishing 
of techniques by the emerging 
anesthetist. 


SELECTING AFFILIATES | 


Since it is a policy of the North- 
western Hospital anesthesia school 
that no student will ever admin- 
ister an anesthetic unless attend- 
ed by a qualified clinical super- 
visor who should be a certified 
anesthetist, it was necessary to 
eliminate as possible training cen- 
ters hospitals who ordinarily em- 
ploy only one anesthetist. There- 
fore, it was decided to contact 
hospitals employing a minimum of 
two anesthetists, who were prefer- 
ably AANA members. 

Information was solicited on 
hospitals that might fit the min- 
imum requirements and_ provide 
the desired experience to the stu- 
dent—that of becoming acquainted 
with the different working atmos- 
phere and conditions in the smaller 
hospital, and with the eloser per- 
sonal relationships in rural areas. 


Such items as transportation time 


and expense were considered and 


‘two hospitals in southern Minne- 


sota were approached. 

The fact that it was necessary 
to approach only the two hospitals 
seems significant and in keeping 
with statistics concerning the diffi- 
culty smaller hospitals have in se- 
curing qualified personnel in spe- 
cialty services. 

' The administrators of both hos- 
pitals approached were immedi- 
ately, interested in the proposed 
plan and agreed to take the neces- 
sary steps to bring it to the atten- 
tion of their governing boards and 


medical and hospital staffs. Ap- 


proximately eight months elapsed 
between the conception of the idea 
of affiliation and the signing of 
the contracts between the two re- 
ceiving hospitals and the. sending 
school. 


RECEIVING HOSPITAL 


St. Lucas Deaconess is a 62-bed, 
general hospital located in Fari- 
bault, Minnesota, a community of 
16,000, 50 miles south of Minne- 
apolis. 

Along with many hospitals of 
the state situated in rural areas, 
one of its most serious and chronic 


problems is attracting qualified 
staff personnel especially in the 
fields of anesthesia, medical tech- 
nology and radiology. 

News of a proposed program to 
affiliate students of anesthesia in 
a few selected, small hospitals was 
received with a great deal of in- 
terest, inspired by a number of 
reasons: 

In view of the acute shortage. 
of nurse anesthetists in the area, 
the opportunity to make contact 
with and observe the work of sev- 
eral shortly to be graduated anes- 
thetists was a primary considera- 
tion. 

Secondly, the presence of these 
advanced students for four months 
of the year would contribute to 
maintaining the hospitals’ estab- 
lished standards by aiding the reg- 
ular staff to keep abreast of the 
latest procedures and techniques 
through contact with the students 
and visits by the faculty of the 
sending school. 

St. Lucas had for 36 years con- 
ducted a professional nurses’ train- 
ing school. The. hospital’s board 
had recently made a reluctant de- 
cision to discontinue the school. 
Consequently, the opportunity ‘to 
continue in the education field in 


THE MEDICAL DIRECTOR of anesthesia at Northwestern Hospital demonstrates how to measure electrical conductivity 


for a doctor, the director of the school of anesthesia, the hospital's chief nurse anesthetist, and the staff of anesthetists. 
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some capacity was welcomed. 

The development of the affilia- 
tion program started with several 
conferences between the sending 
school’s director and the adminis- 
trators of the two receiving hos- 
pitals. After a preliminary plan 
was outlined and a general agree- 
ment reached, the next move was 
to present the program to the gov- 
erning bodies of the _ hospitals 
through the various lay and medi- 
cal committees involved. 


UNEXPLORED IDEA 


As the receiving hospital, St. 
Lucas’ administrative approach 
was made in the following three 
steps since the program was a 
new and previously unexplored 
idea. 

(1) The program and its objec- 
tives were thoroughly explained 
to the anesthesia staff. It was re- 
ceived with enthusiasm and 100 
per cent cooperation assured. 

(2) Next, the medical staff was 
acquainted with the plan. The di- 
rector of the sending school ex- 


plained the program in detail and - 


was available to answer questions. 
The formal agreement between the 
two hospitals stipulating the con- 
ditions governing the supervised 
experience was discussed. The 
medical staff also unanimously ap- 
proved participation. 

The smoothness with which the 
program was inaugurated at its 
inception and its continued success 
was in a large measure due to the 
fact that everyone involved; par- 
ticularly the medical staff, had a 
complete and thorough under- 
standing of the program, its ob- 
jectives and limitations. 

(3) In the formative stage St. 
Lucas’ board of directors had ap- 
proved the program in principle 
and instructed the administrator to 
investigate and report on the feasi- 
bility -of participation by the 
hospital. As the result of the inter- 
est of the board in the educational 
aspects of the program, the un- 
qualified endorsement of the med- 


ical staff and a careful study of 


the completed working agreement, 
final approval by the board was 
quickly forthcoming. 

The agreement or contract be- 
tween the sending and receiving 
hospitals is known as “Agreement 
for Supervised Experience in Com- 
munity Hospitals for Students in 
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the Northwestern Hospital School 
of Anesthesia.” The preparation of 
this agreement was simplified and 
expedited because both hospitals 
had conducted schools of nursing 
and were well acquainted with 
problems relating to affiliation of 
students. 

The contract covered the follow- 
ing items: 

® Conditions of the agreement 

® Conditions of instruction and 
supervised experience 

® Records to be sent to receiving 
hospital 


@ Records to be kept in receiving — 


hospital 
Expenses 
® Uniforms 
® Board, room, laundry 
® Health and hospitalization 
® Withdrawal 
® On duty, time agreement 
@ Off duty, time agreement 


COST OF PROGRAM 


One of the factors St. Lucas Dea- 
coness Hospital considered closely 
was the cost of participating in 
this program. The students are re- 
sponsible for their traveling ex- 
penses. The coordinator or director 
of the school of anesthesia visits 
the receiving hospital at least once 
during each four week program, 
and this traveling expense is the 
responsibility of the receiving hos- 
pital. The coordinator is considered 
a guest of the receiving hospital 
during the visit. Board, room and 
laundry are supplied by the re- 
ceiving hospital. 

The health of the students dur- 


ing their stay is a serious and im- 


portant responsibility of the re- 
ceiving institution. Here again the 
experience of both hospitals with 
student nurses, and with health 
programs already established, sim- 


plified matters. There remained 


only the necessity of defining spe- 
cific areas of responsibility and 
liability. The conditions deter- 
mined were: 

(1) Immediate notification to the 
sending hospital is required in 
event of emergency surgery or 
critical illness and when diagnosis 
indicates possibility of prolonged 
illness. 

(2) The receiving hospital is re- 
sponsible for the expense of hos- 
pitalization or illness for four days, 
and after that supplies the medi- 
cations at cost plus 10 per cent. 


(3) In cases necessitating hos- 
pitalization beyond four days, the 


. sending hospital will be responsible 


for the remainder of hospitaliza- 
tion time. 

(4) The sending hospital is re- 
sponsible for payment of ambu- 
lance fees. 

(5) The medical staff of the re- 
ceiving hospital will give medical 
care to the student without charge. 
- (6) If a student is a minor the 
receiving hospital is so advised one 
week prior to the beginning of the 
student’s assignment. In the event 
of surgery, an authorization by 
telegram is to be secured from the 
student’s family. 


RESULTS 

To St. Lucas Deaconess Hospital, 
neither the direct expenses of the 
program nor the responsibilities 
for health care presents a serious 
problem and in the opinion of ad- 
ministration are far outweighed by 
the advantages and benefits de- 
rived. | 

In addition to the technical su- 
pervision of the professional work, 


every effort is made by St. Lucas 
- to assist the student in adjusting 


to the unfamiliar social environ- 
ment of a small community. This 
is accomplished by encouraging 
personal follow-up contacts with 
the patients and including the stu- 
dents in all functions and aetivities 
both social and civic involving the 
hospital and community. 

All affiliated students have prov-_ 
en capable, conscientious and read- . 
ily adaptable .to the conditions 
encountered. The program has been 
well received also. by the admin- 
istrative and medical staffs of the 
hospital. 

The sending hospital reports that 
students who have participated in 
the affiliation program have exhib- 
ited an increased maturity ‘and 
awareness of their own civic re- 


 sponsibilities on return to the home 


school. They have shown increased 
dexterity in the administration of 
anesthesia which indicates satis- 
factory anesthesia experience. In 
addition, they have been consid- 
erably more interested in the “pa- 
tient” as compared to the “case”. 
The students benefited from the 
experience of working with nurses 
and doctors who personally were 
well acquainted with the patients 
in their care. La 
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N OCTOBER 1954 an experiment 

was begun in Massachusetts 
which seems certain to remain an 
integral part of our prepayment 
program in the future. The ex- 
periment involved prolonged ill- 
ness coverage beyond basic Blue 
Cross-Blue Shield contracts. 

Two years is too short a 
time to evaluate the results 
of this experiment with cer- 
tainty. This report is neces- 
sarily a tentative one, there- 
fore, and should be read as 
such. 

Massachusetts had and still 
has. good basic Blue Cross- 
Blue Shield coverage for 
average income people. We 
knew that some of these 
people had experienced sub- 
stantial sickness expenses 
which were not included in 
the basic coverage. We need- 

-ed to find out the frequency and 
the cost of these sicknesses. 

The Massachusetts legislature 
and insurance department encour- 
aged us. Doctors, hospitals, visiting 
nurse associations and _ others 
helped us. We were fortunate in 
procuring superior actuarial and 
statistical advice and being aided 
by the farsightedness of our two 
boards of directors. 

Four areas were chosen for ex- 
tending coverage: 

Area 1—The cost of covering ex- 
penses for objectively verifiable 
and potentially prolonged illness 
beyond our basic contracts and 
without regard to the nature of 
these expenses. Coverage was ex- 
tended on 18 categories (since 
increased to 20*) of illness. The 
only deliberate noninclusions were 
diabetes and arthritis. 

Area 2—The cost of carrying oth- 
-er illness indefinitely in a general 
hospital. 

_ Roger W. Hardy is executive director, 
Massachusetts Hospital Service (Blue 
Cross). Charles G. Hayden, M.D,, is ex- 


ecutive director, Massachusetts Medical 
Service (Blue Shield). 


*1) Poliomyelitis and its late effects; 
2) Cancer, including disseminated cancer 
such as lymphoma, myeloma, leukaemia, 
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results of the Massachusetts 
Blue Cross-Blue Shield 


experiment 


in extended coverage 


by ROGER W. HARDY and 
CHARLES G. HAYDEN, M.D. 


The authors report on the results of 
the first two years of the Massachusetts 
Blue Cross-Blue Shield extended cov- 
erage experiment. They outline the 
areas covered by the extended contract, 
describe how the plan was developed, 
and state how the actual results of 
operation measure up to expectations. 


Area 3—The cost of providing 
shock therapy in mental as well as 
general hospitals. The advent of 
tranquilizers since the program 


began will require re-examination 


of this coverage. We want to cover 
therapeutic but not custodial men- 
tal cases and need to define the 
separation. Shock therapy may 
now be too restricted a practice. 

Area 4—The cost of private duty 
nursing for major surgical cases 
where a nurse is substantially more 
than a convenience. 

For research material we had 
information gathered through 
aleukaemia, and Hodgkin’s disease; 3) Be- 
nign neoplasms of the brain or spinal cord; 


4) Subacute combined degeneration of the 
spinal cord; 5) Cerebral haemorrhage, 


' embolism, or thrombosis; 6) Coronary em- 


bolism or thrombosis; 7) Subarachnoid 
haemorrhage; 8) Rheumatic fever or 
chorea; 9) Congestive heart failure; 10) 
Active pulmonary tuberculosis with si- 
tive sputum or gastric contents; 11) leer 


years of basic Blue Cross-Blue 
Shield operation. Case histories 
from other agencies and a number 
of studies resulting from earlier 
experiments in so-called catastro- 
phic coverage were also available. 

The impact of age on prolonged 

illness was fully recognized. 
Our initial offering was only 
to groups of 75 or more with 
high participation. Later we 
opened to smaller groups with 
an average age of 45 or less 
and still later to any group 
meeting our basic underwrit- 
ing requirements with an 
average age of 55 or less. 
At first we excluded per- 
manently from coverage any 
illness of which a member 
had ever had signs or symp- 
toms. Later we liberalized 
this to pick up cases if there 
had been no previous signs 
or symptoms, or medical consulta- 
tion for a 90-day period. 

We have coinsurance on some of 
the reimbursement and a $5000 
limit to our payments. The first 
is necessary to discourage the un- 
essential; the second could be in- 
creased. Only a fraction of a per 
cent of claims are over $5000 and 
these are the very people who 
need further help. 

It was originally estimated that 
the individual annual incidence of 
claims in the 20 categories plus 
those for shock therapy would be 
44 per 10,000 contracts and that 
the incidence on family contracts 
would be 76 per 10,000 contracts. 
The two-year averages proved to 
be 33 and 77 respectively. 


DEVIATIONS OCCUR 


The estimates and the actual re- 
sults by diagnosis varied consid- 
erably. When the expectation of 
frequency of an illness is low— 


ative colitis and regional enteritis; 12) 
Cirrhosis of the liver with ascites requir- 
ing paracentesis or following a shunt op- 
eration; 13) Chronic nephrosis, or chronic 
nephritis with uremia: 14) Pemphigus; 
15) Myasthenia gravis: 16) Amputations 
where prostheses are indicated; 17) Frae- 
tures; 18) Hemiplegia, paraplegia, or 
quadriplegia; 19) Legg-Perthes Disease; 
20) Encephalitis. 
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for example 3 cases per 100,000 
persons exposed per year—devia- 
tions from expectations in one year 
on an average exposure of 300,000 
persons will be substantial. For 
example, 1955 was a bad polio 
year in Massachusetts. During this 
two-year period the incidence of 
polio was seven times the expec- 
tation. 

Based on our previous history 
the expected incidence of pro- 
longed fracture cases had been 8 
per 10,000 contracts per year. This 
figure was just half of our actual 
two-year experience. Coronary 
embolisms were double the ex- 
pected frequency the first year and 
came to 75 per cent in the second 
year. Cancers were as estimated 
on the family contracts but only 
one-half of expected experience 
on the individual contracts. Tuber- 
culosis was much less, particularly 
on family contracts, than our pre- 
vious basic experience. 


CLAIM COSTS LESS 


Claim costs in all categories ex- 
cept polio were less than the esti- 
mates. In some categories they 
were substantially less—to a large 
extent due to negligible use of 
nursing homes. The small claim 
cost enabled us to relax under- 
writing requirements. 

This experience in_ retrospect 
can be rationalized. Blue Cross’ 
over-all membership in Massachu- 
setts has a certain pattern of ill- 
ness shown by past history. The 
average age of the 20 to 25 per 
cent of the group membership now 
under the prolonged illness cover- 
age is less than the average for all 
members. From this younger mem- 
bership a different pattern devel- 
ops which has relatively less de- 
generative disease. The quicker 
recovery of the younger people 
produces a lower cost per case 
than the average of all members 
would. Again the slight use of 
nursing home benefits indicates the 
desire to be at home on the part of 
people who—until their sickness— 
were members or dependent on 
members of a working force. 

Our objective is to make this 
coverage available to all members. 
One approach to this would be to 
permit a conversion privilege on 
retirement. If this is done, how- 
ever, group support by working 
people would be necessary and 
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some way of preserving a reason- 


able ratio of the older people to 
the employed group would have 
to be found, because our own ex- 
perience on basic. contracts (as 
well as that of others) shows tre- 
mendous increases in incidence and 
claim cost among the 60-year-olds 
and over. 

The older retired person who 
has coverage will eventually bring 
nursing home claims to the cer- 
tificate limits. To test this we have 
recently permitted a few groups to 
continue future retirees on this 
coverage. Our experience, how- 
ever, has been too short to justify 
comment. 

The experience with shock ther- 
apy was satisfactory. The inci- 
dence and cost were both slightly 
less than estimated—perhaps be- 
cause active employees and their 
families are better adjusted than 
our whole membership. 

Provision for greater allow- 
ances to doctors and hospitals and 
for private duty nurses in other 
than the 20 categories was also 
helpful to members. Approximate- 
ly one-sixth of our total payments 
and ultimate liabilities were for 
these particular benefits. These 
were for additional hospital days, 
days of medical attention and pri- 
vate duty nursing for many major 
operations. 


PHYSICIANS AND HOSPITALS PAID 


The distribution of money among 
suppliers of services on a paid 
basis was different from the esti- 
mates. It had been estimated that 
25 per cent of all payments would 
be to physicians and 75 per cent 
to hospitals, nurses, for other care, 
and for drugs and appliances. In 
fact, 32 per cent of payments have 
been to physicians, 31 per cent to 
hospitals, 23 per cent for nurses, 
and 14 per cent for physiotherapy, 
medicines and appliances. As 
claims develop we have found that 
the physicians’ part generally be- 
comes less costly and it may be 
that the original estimates will 
prove to be very close to the fact. 

Blue Cross was once sued by a 
husband and wife who spent 120 
days in a Florida hospital in the 
first months of a year. One patient 
had constipation—the other was 
“keeping company’’—both went 
out every day. These cases were 
settled for $50 each. A contract 


providing benefits for objectively 
verifiable illness would prevent 
any such claims. 

Under the extended contract we 
had a bill for 55 home visits by 
a surgeon to a patient who had 
heart failure and wanted to be 
home. The surgeon was a friend 
of the patient and of the patient’s 
employer. The visits were at the 
employer’s request and would 
never have been made otherwise, 
and the doctor would never have 
made a charge except for the 
coverage. 

Such things are to be expected, 
but should be avoided as much as 
possible. While a life insurance 
policy requires a death to start a 
claim, a hospital-medical policy 


requires only the policy and a few 


aches and pains. 


MEMBERS SEEK EXPANSION 


Meanwhile, expansion in several 
directions has been sought by our 
members: provision for supple- 
mental payment by Blue Shield 
to doctors for persons not entitled © 
to service benefits because of in- 
come; some provision for the ex- 
cluded illnesses; greater allowance 


for private duty nurses. We have 


recently added these items to our 
basic prolonged -illness contract 
for a few groups. 

The first addition requires the 
reckoning of income of potential 
claimants as a probable measure of 
physicians’ charges. On the second, 
we have specified in addition to 
other coinsurance a $25 quarterly 
deductible, since we are not able, 
for example, to buy insulin for the 
life of a member, nor to pay nurs- 
ing home bills indefinitely for a 
member with an undetermined 
malaise. The coinsurance and de- 
ductible are hoped to be deterrents. 
The third addition may encourage 
excessive trespasses in the field of 
convenience. If a patient wants 
and can pay for a private duty 
nurse, a doctor can hardly pro- 
hibit it. 

Hospitals and doctors, through 
Blue Cross and Blue Shield, have 


“pioneered adequate prepayment 


for acute illness. As time passes 
there is an increasing sense of re- 
sponsibility to provide prepayment 
for chronic and extended sickness. 
This can be done, but only after 
testing, reflection, and judgment. 
We have taken only the first step. ® 
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when a hospital needs help— 


V 7 HAT HAPPENS when the hos- 

pital itself is the center of a 
disaster? 

A hospital with a highly devel- 
oped plan for handling a sudden 
influx of patients may founder 
when disaster strikes within the 
hospital if plans do not fully en- 
compass this possibility. 

If a fire, flood, or explosion dis- 
ables the hospital and forces evac- 
uation of personnel and patients, 
the hospital’s disaster plan must 
operate in reverse. Instead of help- 
ing others, the hospital must be 
helped. Instead of receiving pa- 
tients, it must evacuate those in 
the hospital to a safer location. In 
these circumstances, a hospital can 
become helpless in a matter of 
hours. 

The events that took place in 
March 1956 at Warren General 
Hospital demonstrate the impor- 
tance of developing such a “re- 
versible”’ disaster plan. 

On Wednesday, March 7, the 
waters of the Allegheny River, 
swollen by melting snows and con- 
tinued rain, began to climb to the 
flood stage. Warren General Hos- 
pital, located near the river, had 
been threatened by floods many 
times, but it never had become 
necessary to evacuate patients 


Joseph A. Williamson, is administrator, 
Warren General Hospital, Warren, Pa. 
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by JOSEPH A. WILLIAMSON 


When a disaster struck Warren Gen- 
eral Hospital in the form of a flood, 
it was necessary to reverse the hospi- 
tal’s disaster plan. The author discusses 
problems that arose during the evacu- 
ation of the hospital and changes that 
have been made in the disaster plan as 


a result. 


from the hospital and operate in 
an emergency situation for any 
length of time. 

With the flood threat growing 
more serious hour by hour, the 
administrator and medical staff of 
the hospital met with civil defense 
and city officials to outline the 
procedure to be followed should 
extreme flood stages prevail and 
the hospital be threatened. In this 
session, detailed plans for possible 
evacuation of patients were for- 
mulated. 


A news story on the experiences of 
29 Chicago-area hospitals that report- 
ed flood damages from a July 12 rain- 
storm appears on page 95 of this issue. 


Throughout Wednesday night, 
as the river continued to rise, 
ground floor departments, storage 
rooms, and other vital areas were 
readied for impending flood wa- 
ters. Records and files from the 
medical records, x-ray and labora- 


tory departments, and from the 


administrative offices were re- 
moved to the upper floors. Val- 


= 


uable portable equipment was also 
removed. Sand bags were placed 
in strategic locations around the 
buildings. During this period, pro- 
cedure was systematic—almost au- 
tomatic—as the hospital prepared 
for the worst. 

After ground floor locations 
were readied for emergency, per- 
sonnel remained on duty to assist 
in other precautionary measures. | 
Stores of food, drugs, and surgical 
supplies were rearranged to elim- 
inate loss. The telephone switch- 
board was elevated above the 10 
inch water level in the business 
office by being placed on boxes. 

At 5 am. Thursday, dietary 
personnel began to prepare break- 
fast, but were interrupted by flood 
waters pouring through vents in 
the wall. 

Sewage pipes and toilet facili- 
ties were promptly plugged with 
wooden blocks to prevent back- 
ups from drains and all other 
floors were warned to use facili- 
ties with caution. Deep-freeze 
service was disrupted, but all food 
was immediately removed and 
stored in one of the local dairies 
to prevent spoilage. Removal of 
equipment was stepped up as 
civilian volunteers’ arrived to 
assist. 

At 8 a.m., Warren State Hos- 
pital, which is located several 
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miles away, was asked by tele- 
phone about possible arrange- 
ments for care of patients should 
evacuation become necessary. 
Within an hour Warren General 
was offered accommodations for 
all of its patients. 

At 11:15 a.m., representatives 
from the board of directors, the 
medical staff and administration 
conferred to analyze the situation. 
Water was coming in throughout 


the ground floor; the main kitchen » 


and cafeteria were closed due to 
raw sewage backing up. Both heat 
and power were threatened. About 
noon, it became clear that evacua- 
tion time had arrived. Previously 
adopted plans went into immedi- 
ate effect. Boats, trucks; and am- 
bulances from every section of the 
county and western New York 
state stood by for the removal of 
some 70 patients. 

Five newborn infants and their 
mothers were evacuated first. Next 
came children from the pediatrics 
department and ambulatory or 
wheel chair patients. Finally, bed 
patients were removed on stretch- 
ers. 

Thirty-one patients, judged by 
doctors as too ill to be safely 
moved from their beds, were con- 
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solidated in one nursing unit on 
the second floor. Auxiliary heat 
and power were supplied and top 
floor kitchen facilities were placed 
in operation. Required medical 
and nursing care was available for 
these patients throughout the 
emergency. One patient scheduled 
for immediate surgery also re- 
mained in the hospital. The opera- 
tion was performed successfully 
during the evacuation. 

Evacuated patients were taken 
to the Warren Armory, where it 
was determined through inter- 
views that half of the 70 patients 
evacuated from the hospital were 
able to go home. The remainder 
were taken to Warren State Hos- 
pital. 

The three-hour evacuation was 


concluded without incident. No in- 


juries were sustained. Everyone 
involved had a job to do and knew 
how to do it. The patients them- 
selves demonstrated a quiet ac- 
ceptance’ of the situation. 

By Saturday, March 10, the hos- 
pital was in the midst of an ex- 
tensive clean-up and_ sanitation 
job. With help from ‘the state 
guard, boy scouts, high school stu- 
dents and others, every inch of 
space was scoured and washed 


with a strong disinfectant and an- 
tibacteria agent. 

. By Monday, March 12, the hos- 
pital was slowly returning to nor- 
mal operation. All patients trans- 
ferred to Warren State Hospital 
were returned to Warren General, 
March 14, but until March 17, only 
emergency patients were admitted. 
On March 18, 10 days after the 
flood, the hospital resumed nor- 
mal operations and began to admit 
patients routinely. 


UNFORSEEN PROBLEMS 


No serious mistakes in planning 
were discovered during the emer- 
gency, and on the surface nothing 
went wrong. However, some un-— 
foreseen problems did arise: 

@® Inadequate and inaccurate in- 
formation received from the local 
United States weather bureau was 
a major factor in lulling everyone 
into complacency on Wednesday, 
when actual flood prevention 
measures could have begun. The 
attitude that “it can’t happen here” 
was evident even among hospital 
personnel, especially senior em- 
ployees. 

@ Some medical staff members 
were not present and some were 
not heard from. This problem did 
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LEFT: In the spring of 1956 when the Allegheny 
River overflowed, patients had to be evacuated 
from Warren General Hospital. BELOW: During 
this flood the waters reached a depth of more 
than three feet outside the hospital building. 


not become too serious, however, 
since most of the doctors were 
either on duty or standing by dur- 
ing the emergency. 

@ As in any emergency situa- 
tion, many people not immediately 
affected came to the site of the 
disaster and. hampered operations 
considerably. When patients were 
returned from Warren State Hos- 
pital it was done without notice 
to the press or the community, 
and no difficulty was encountered. 
Curiosity seekers can add appre- 
ciably to the difficulties of such 
an operation. 


® Faulty coordination was noted 


among civil defense officials, the 
Red Cross, government officials, 
and the hospital in the following 
areas: communications, transpor- 
tation, welfare, registration and 
inquiry. Although there was a sys- 
tem of portable radios and walkie- 
talkies in use during the flood, 
the local radio station was relied 
on heavily to direct automobiles, 
trucks, ambulances and other vehi- 
cles to certain locations for evac- 
uation duty. 

It may well be asked why War- 
ren General Hospital was con- 
structed along the bank of a river 
with a history of high waters and 
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flooding. Actually, this was a cal- 
culated risk and certain steps were 
taken to lessen the danger from 
floods. The hospital does not have 
a basement,.and it is actually ele- 
vated about 18 inches above the 
ground. A number of pumps have 
been permanently installed ‘in 
strategic. locations and _ portable 
pumps are available on the prem- 
ises. The power plant is elevated 
and protected by concrete walls. 
Several hundred sand bags are 
available at a moment’s notice. 


UP-TO-DATE RAINFALL READINGS 


At present, additional precau- 
tions are being taken. Larger per- 
manent pumps are being installed 
and more portable pumps are be- 
ing purchased. A positive dis- 
charge pump for sewage also is 
being installed to prevent the 
back-up of sewage. Watertight 
doors are being installed at all 
hospital entrances and exits, as 
well as at the power plant, which 
is adjacent to the hospital. Finally, 
a new gauging system provides ac- 
curate and up-to-date readings on 
rainfall and on snow accumulation 
in the mountains. 

The disaster plan of Warren 
General has been revised and 


brought up-to-date in line with 
latest experiences. This and other 
disaster experiences have taught 
us that the following elements 
should be a part of every realistic 
disaster plan: 

1. The plan should be simple 
and flexible and understood by all 
concerned. 

2. Responsibility should be cen- 
tralized and assignments made as 
soon as possible after the disaster 
has occurred. 

3. Practice sessions should be 
held continuously, and disaster 
teams reviewed monthly for per- 
sonnel who have moved away or 
are not available for other reasons. 

4. Finally, all the assets in the 
community should be utilized and 
all people who want to assist 
should be included in the program. 

In reviewing the flood disaster 
and the events that followed, it be- 
came evident that the local civil 
defense group, with its water res- 
cue teams, transportation facilities, 
registry and inquiry services and 
other means of communication, 
was the key organization in the 
emergency, although the Red Cross 
officials were also on duty and 
worked closely with civil defense 
personnel. To avoid confusion re- 
garding the respective roles of 
civil defense and Red Cross in a 
disaster, Warren County civil de- 
fense authorities follow a “rule of 
thumb” that civil defense assumes 
immediate authority in a disaster. 
Personnel remain on duty until 
the disaster has run its course, 
whereupon the Red Cross usually 


takes charge of clean-up and re- 


habilitation work. 

In order to develop a close-knit 
organization and to test the prac- 
ticability of planning, the Warren 
County civil defense group stages 
frequent alerts and tests that in- 
volve the entire community. On 
the average an alert or drill is 
held every two or three months. 
In one such test, a regional alert, 
the organization assembled 62 ve- 
hicles and 262 persons, including 
32 nurses and 8 doctors, and trans- 
ported them and all their equip- 
ment to Meadville, Pa., a distance 
of approximately 65 miles. 

A system has existed in Warren 
County for the last three years 
for disseminating information as 
to where care is available to citi- 

(Continued on page 101) 
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centralized recruiting for health careers 


is THE FACE of clever and ag- 
gressive industrial and com- 
mercial recruiting, the work of 
recruiting for health careers, gen- 
erally, is not given the importance 
it deserves. We should not be sat- 
isfied with less than the best people 
available for health careers and 
we should make attractive our bid 
for their attention. 

In Cincinnati, prior to 1949, an 
active nurse recruitment program 
existed. A film had been produced 
by a local camera club under the 
direction of the southwest district 
of the Ohio Hospital Association. 
Annual $1000-prize essay con- 
tests also had been conducted by 
the same group, and a future 
nurse club was begun. These ma- 
jor events were supplemented by 
other activities designed to aug- 
ment the individual nurse recruit- 
ment activity in local schools of 
nursing. 

A basic program change was 
adopted, however, in 1950. It was 
agreed that nurse recruitment was 
not only the responsibility of hos- 
pitals but of all the community. 


Edward H. Heyd is administrator, Rowan 
Memorial Hospital, Salisbury, N.C. Mr. 
Heyd served as the vice chairman of the 
Committee on Careers in Health, Cin- 
cinnatl. 
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by EDWARD H. HEYD 


The author describes the origin and 
operation of the Greater Cincinnati 
Careers in Health Committee whose 
purpose is to encourage and develop 
a recruitment program for all health 
careers through one central organiza- 
tion. 


Therefore, after considerable pre- 
liminary discussion a new organi- 
zation with the sponsorship of the 
old nurse recruitment committee 
came into being. 


COMMUNITY REPRESENTATION 


This group, known as the Cen- 
tral Committee of the Greater Cin- 
cinnati Careers in Nursing Commit- 
tee, consisted of various interested 
groups from the community: two 
representatives from the Acad- 
emy of Medicine; two representa- 
tives from Cincinnati hospitals; 
three representatives from the 
local district of the Ohio State 
Nurses Association; two represent- 
atives from the Cincinnati Better 
Nursing Committee; and one rep- 
resentative from Hospital Care 
Corporation who served as the 
secretariat. This group acted as the 
directing or operating group. (See 
diagram, above.) 

A top-level policy committee for 
careers in nursing was also con- 


templated, consisting of prominent 
and interested lay people. In gen- 
eral, the function of this committee 
was to contribute advice, afford 
communication to and from the > 
community, and interpret to 
the community the need for re- 
cruiting student and_ graduate 
nurses for Cincinnati hospitals. 
While the central committee was 
originally interested only in nurse 
recruitment, it was not long before 
its members recognized that per- 
sonnel for other health services 
were also in short supply. The 
recruitment of nurses would not 
help directly to relieve the short- 
age of technicians, dietitians, ther- 
apists and others (although the 
availability of such personnel 


‘could enable the reassignment of 


many duties which would return: 
the nurse to nursing). The com- 
mittee, therefore, adopted another 
major change in program and be- 
came interested in all health serv- 
ices. Its name was changed even- 
tually to the Greater Cincinnati 
Careers in Health Committee. 

A review of the minutes of the 
original central committee shows 
that it considered the following 
matters essential to the develop- 
ment of a community program for 


HOSPITALS, J.A.H.A. 
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CAREERS IN HEALTH COMMITTEE 
CENTRAL COMMITTEE 
School liaison Future nurses Speaking bureau Allied health Publicity 
committee committee committee program committee committee 
The central committee provided the chairman or co-chairman for all committees 
aux Academy Medicine. plan offered cohesion 
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all health service groups: 

1. Early in the committee’s work 
a survey was made and publicized 
to ascertain the number of schol- 
arships and other forms of student 
aid which were available in schools 
of nursing, and also the number of 
these assists being used. 

2. Another early activity of the 
committee was to prepare and dis- 
seminate a summary of the local 
nursing schools’ charges, number 
of students admitted, admission re- 
quirements, school registrar, etc. 
This summary included the prac- 
tical nurse schools. 


3. The need for a_ city-wide 


counseling service was recognized, 


though the lack of qualified per- 


sonnel never permitted implemen- - 


tation. The committee believed a 
good counseling service would di- 
rect prospective students into ex- 
ploring the educational programs 
of various health careers as well 
as refer those seeking employment 
to interested hospital personnel 
offices. 

4. An official liaison was estab- 
lished with the local board of edu- 
cation to provide transmission of 
career material to high school 
students and to ascertain student 
vocational 
visitations were 
scheduled carefully. 
5. A speakers’ bureau was de- 
veloped with considerable atten- 
tion given to the selection of 
speakers, their preparation, and 
the subject material to meet spe- 
cific audience appeal. A group of 
student nurses and other nurse 
representatives in different uni- 
forms, including those of the armed 
services, was found to be especial- 
ly appealing. | 

6. The assistance of the clergy, 
PTA, service clubs, woman’s 
groups, etc. in recruiting and inter- 
preting the community’s needs was 
used. 

7. All publicity media were con- 
sidered—press, television, radio, 
literature and pamphlets, round 
table discussions, car cards, fea- 
ture articles, etc. Whenever pos- 
sible nurses or hospital employees 
in uniform were used in press 
photographs, public meetings, etc. 

8. The desirability of summer jobs 
in hospitals was advocated as 
a means of interesting students in 
health careers. The administrators 
and personnel officers of all hos- 


planned and 
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requirements. School 


pitals were advised of this part 
of the program and urged to co- 
operate. 

9. The possibility of having the 
American Red Cross assist in train- 
ing aides—who, upon completion 
of training, would be employed in 
hospitals—was reviewed. The spe- 
cific advantages to the hospital and 
the general benefits to the com- 
munity (especially in an emergen- 
cy) were considered. 

10. Thought was given to means 
of making it attractive and possible 
for inactive registered nurses to 
take a refresher course and return 
to active professional status. In 
this discussion, the need for retain- 
ing skilled and trained personnel 
in Cincinnati was reviewed frank- 
ly. It was believed the community 
should offer sufficient opportunity 
and incentive to keep its good 
people ‘“‘at home”. 

11. The practical schools 
were supported in every possible 
way to give them publicity, recog- 
nition, and assistance. 

12. The excellent recruiting ma- 
terial received from thé National 
League for Nursing and other 
groups: was used when possible. 

13. National Hospital Day and an 
open house were promoted through 
the local hospital council. A great 
deal of work went into recruit- 
ment in connection with this event. 
All hospital groups participated; 
the local medical technician group 
had an open house in one of 
the hospitals to show the work 
of a laboratory technician. Other 
groups participated in this city- 
wide program. 

14. Attractive and original dis- 
plays of nursing and other health 
occupations were encouraged for 
use in hospitals, store windows, 
banks, etc. For example, the di- 
etitians had a large window display 
of diets and foods with interesting 
references. 

15. A “Student Nurse Week’’ was 
encouraged and supported. Lunch- 
eons, glee club concerts, dances, 
variety programs, etc., were part 
of the commemoration. 

16. The women’s auxiliary of the 
Academy of Medicine was in- 
vited to participate in the program 
and had one of its members join 
the central committee. Later the 
entire future nurse club program 
was adopted by the auxiliary of 
the academy as its project. This 


nurse 


program had an interesting devel- 
opment and was very worthwhile. 

17. At one meeting inducements 
to become a nurse were discussed, 
i.e., working and living conditions, 
remuneration, vacation, work sat- 
isfaction, opportunities for ad- 
vancement, etc. 

18. The committee participated in 
the ‘‘Dear Postmaster” program 
by referring interested applicants 
to the schools and processing the 
follow-up. Regardless of the ac- 
tual number of school placements, 
a good public relations job was 
done, as each inquiry received in- 
dividual attention. 

19. A very attractive booklet, 
Your Future in Health Occupa- 
tions, was distributed through the 
school system to students, voca- 
tional advisors, and parents. It was 
received enthusiastically and the 
repeat edition, requested the next 
year, was even better. 

20. A_ direct mailing Campaign 
was used to reach vocational ad- 
visors and homeroom teachers. One 
piece of literature listed nursing 
schools—collegiate, diploma, and 
practical nurse—in the area and 
reported the tuition grants avail- 
able in each. Another. piece gave 
the name and telephone number 
of the person responsible for ad- 
missions in each school. The third 
piece gave detailed information 
about practical nurse schools. The 
fourth piece gave the dates the 
nursing programs, including col- 
legiate, diploma and practical be- 
gan, the number of students that 
could be accepted, the date for 
making application, and other per- 
tinent data for those contemplating 
admission. 

21. From the start, the various 
health groups other than nursing 
participated enthusiastically in the 
program. The cooperation given 
by these groups was excellent. 


CITY-WIDE RECOGNITION 


A friend of the Cincinnati pro- 
gram gave the group sufficient 
funds to secure the part-time serv- 
ices of a secretary and to open an 
office. The local public health 
federation provided clerical assist- 
ance, office space, and some sup- 
plies. However, the interest and 
support of this group was more 
important than its tangible aid. 
While such a program could be 

(Continued on page 102) 
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WAS a most stimulating 
and valuable meeting of the 
International Hospital Federation 
in Lisbon, Portugal, early in June. 
Representatives from countries 


throughout the world attended, » 


including the new state of Ghana. 
The seriousness and dedication of 
those attending was impressive. 

This was my first attendance at 
the International Hospital Federa- 
tion meeting. I came away im- 
pressed with the potential value of 
this organization and with the ex- 
cellent opportunity presented to 
the American Hospital Association 
for helping to develop good will, 
understanding and mutual educa- 
tion among health administrators 
throughout the world. 

Probably the most significant 
fact noted during the discussions 
and conversations in Lisbon was 
that problems of hospital admin- 


istration and of hospital organiza- 


tion are much the same all ‘over 
the world, each with its own varia- 
tions and with widely differing 
methods of solution. There is de- 
bate on both sides of the Atlantic 
as to just what is the function 
or responsibility of a hospital. For 
one example, in some parts of the 
United States, the suggestion has 
been seriously made that the aver- 
age community hospital should 
concern itself only with the pa- 
tient lying horizontally in bed, and 
that the indigent and medically in- 
digent are not the concern of the 
voluntary hospital. 


le ANOTHER example, in Lis- 
bon, the question was specifically 
raised as to whether ambulatory 
clinics as well as the activities of 
diagnostic and preventive medi- 
cine, of health education, and of 
less acute medical and _ institu- 
tional care should be centered 
away: from acute general hos- 
pitals. 
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It is recognized that local and 
national customs or cultures may 
result in different philosophies and 
attitudes toward hospitals. With 
our modern concepts of communi- 
ty health, however, it is difficult 
to understand how it is possible 
to regard the hospital except as 
an integral part of the entire 
health service program of the com- 
munity—never as an isolated, dis- 
crete unit for individuals in lim- 
ited financial categories at specified 
stages in their illnesses. 

The developments of scientific 
medicine have now become inex- 
tricably associated with the pre- 
vention of disease, with the 
diagnosis and treatment of the am- 


bulatory patient, with the require- 


ments of acutely ill, chronically ill 
and convalescent patients in hos- 
pitals, with the care of the aged, 
and with social and economic prob- 
lems of caring for these individ- 
uals. Health education, home care, 
public health nursing, social serv- 
ice—all are part of this complex 
of health care to Society in gen- 
eral. We now have a spectrum of 
health care from health to death 
of which the conventional acute 
general hospital is only an integral 
but limited component. Just as the 
physician has been concerned with 
this broad spectrum of the care of 


‘the individual from the cradle to 


the grave, so is the modern hos- 
pital assuming an important par- 
allel role to the physician—for it 


- is by these facilities that the doc- 


tor is enabled to do better work 
more efficiently. 

The hospital should be encour- 
aged to participate and to assist 
in aS many community health ac- 
tivities as is possible. Here are 
concentrated the best and most 
expensive diagnostic facilities es- 
sential for the proper care of those 
hospitalized, and also readily and 
efficiently available for those need- 


-Dwight Murray, 


ing these diagnostic services who 
do not need to occupy a hospital 
bed. The hospital should, of neces- 
sity, be concerned with health ed- 
ucation, preventive medicine, well- 
baby clinics, etc., and should also 
be interested in what happens to 
patients afterwards through home 
care, chronic and _ convalescent 
care, etc. 


i CAN be no legitimate con- 
flict between the philosophy of 
physicians and this concept of the 
growing importance of hospitals in 
total health care. Any expansion 
of activities or service responsi- 
bilities by the hospital can only be 


justified or successful if it works 


in conjunction with the physician 
and in the best interests of the 
patient. We agree with the imme- 
diate past president of the Amer- 
ican Medical Association, Dr. 
who told the 
Washington State Medical Society 
that ‘‘all physicians must realize 
that the hospital has evolved from 
its original state, as a place for 
isolation and domiciliary care and 
a workshop for physicians into a 
symbol of service to the com- 


munity.” 


There is little question but that 
the broadened influence and re- 
sponsibility of hospitals in the 
total health care of the public is 
recognized widely in the United 
States and the rest of the world 
today. However, it is necessary 
that we continue to emphasize this 
responsibility not only to our 
medical staffs, boards of trustees 
and public health colleagues—but 
also, unfortunately, at times to our 
own hospital administrative col- 
leagues. 


Albert W. Snoke, M.D., president 
American Hospital Association 
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The most favorable prognosis depends on these four exclusive advantages of the 


infant Incubator 


4 
1. Controlled circulation of air: Main- § 2. Precise temperature control within 3. Positive humidity control through a § 4. Complete isolation: The individually 
tains uniformity of humidity, warmth atolerance of 1°F ... with provisions single setting of asimple control valve. air-conditioned Isotetre@ uses 
(and oxygen, if needed) to a degree — for cooling as well as heating, and Constant, controlled recirculation fresh, outside air . . . protecting the 
impossible through convection alone. automatic alarm should outside = maintains relative humidity at opti- _—_ infant from air-borne pathogens and 
Isovette hood need never be opened. __ factors cause overheating. mal level, as high as 85% to 100%. — droplet infection from the nursery. 


Many infant incubators look like the Isovetre, cost less, Manufactured, sold and serviced by 


but, in saving premature babies, or protecting the newborn 
... What really counts is performance, not resemblance. 
‘ Send for copy of the objective, 22-page “Report of Com- 
parison Tests on Infant Incubators,” and review the 
well-documented ‘‘facts of life” in premature infant care. 


/ AIR-SHIELDS. INC. 
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ll. THE ADMINISTRATIVE 
PROBLEM 


NHE POLICING of rules and regu- 

lations respecting medical rec- 
ords requires considerable time 
and attention in any hospital, and 
although no one would contend 
that the time and expense involved 
creates a crushing burden, it does 
represent a continuing problem, as 
the record librarians and adminis- 
trators of the authors’ acquaint- 
ance view it. There can be little 
doubt that some existing proce- 
dures are a constant irritant to 
many of the people with whom the 
hospital must deal. 


RISK NOT GREAT 


It seems likely that most record 
librarians and administrators ap- 
proach problems of release of in- 
formation with greater fears than 
are justified. The general impres- 
sion seems to be that the least slip 
will create serious legal liability 
for the hospital, but as was ex- 
plained in the first part of this 


James E. Ludlam and Theodore A. Mé- 
Cabe Jr. are members of the law firm of 
Musick, Peeler and Garrett. Mr. Ludlam 
serves as legal counsel for the California 
Hospital Association. 
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Part II of this two-part article dis- 


cusses some of the administrative prob- 
lems involved in policing rules and 
regulations respecting medical records. 
Part I, which appeared in the July 
16 issue, presented problems of civil 
liability involved in the disclosure of 
information from the patient’s medical 
record. 


article, the risk of liability is not 
large, if it exists at all, in the usual 
case. There also seems to be a feel- 
ing that patient-hospital relations 
will deteriorate if the hospital re- 
leases any information without a 
signed consent, even to the pa- 
tient’s hospital service or insur- 
ance company. 

No one knows what the mythical 
average patient thinks about di- 
vulging the facts of his treatment 
for a routine illness or injury, but 
the authors seriously doubt that 
any patient would be unhappy be- 
cause information-from his record 
is divulged to persons having a 
legitimate interest with no intent 
on anyone's part to harm or annoy 
the patient. Certainly the patient 
who has been paying premiums 
for hospital and medical insurance 


disclosure of medical 
record information: 


a reappraisal 


by JAMES E. LUDLAM and THEODORE A. McCABE JR. 


anticipates that all reasonable ad- 
ministrative steps will be taken to 
assure the payment of his bill 
without undue red tape. 

In short, there appears to be 
considerable administrative reluc- 
tance to allow interested parties 
to examine the record of a pa- 
tient, but it is doubtful that the 
reluctance is well grounded in risk 
of legal liability or in risk of de- 
teriorated patient relations. 

We are told that most of the 
requests to view records come 
from the third party sources of 


payment. Other classes of requests 


which are less frequent, but still 
important, we are told, are those 
from physicians other than the 
attending physician who have a 
professional or academic interest 
in the patient’s case (although not 
in the patient as such) and those 
from governmental and military 
agencies, such as the Veteran’s Ad- 
ministration, police, armed service 
and public health authorities, and 
the industrial accident commis- 
sions. 


CONSENT FORMS 
Many admission forms in use . 


in California provide for author- 


HOSPITALS, J.A.H.A. 
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NEW INTRAMUSCULAR IRON PROVIDES 


PRECISION THERAPY, 


IMFERON,® the new intramuscular iron-dextran com- 


plex, was introduced to American hematologists at the 
Sixth International Congress of the International 
Society of Hematology held in Boston, August 27 to 
September 1, 1956. Recent experience from over 6 
million injections has shown that this iron preparation 
is easy to administer, notably free from toxic effects, 
quickly absorbed and productive of rapid hemato- 
logic and clinical improvement. It has been termed 
“..the only therapeutically effective iron preparation 
for intramuscular use....”* 
IMFERON meets the need for a safe, effective agent 
when parenteral iron is preferable for patients with 
iron deficiency anemia who are resistant or intolerant 
to oral iron, those with depleted iron reserves and 
those who require rapid restoration of hemoglobin, 
e.g., last trimester of pregnancy. 


Previous parenteral iron preparations were unsatis- 
factory because of toxicity, pain on injection, or 
because they contained insufficient iron. IMFERON 
contains the equivalent of 5 per cent elemental iron. 
It is more stable than iron saccharate both in vitro and 
in vivo and does not precipitate in plasma over a wide 
PH range. It is isotonic with tissue fluids and has a pH 
of 5.2 to 6.0.' Utilization for hemoglobin formation is 
almost quantitative. 

Precision Therapy with IMFERON: Before treating a 
patient with IMFERON, total iron requirement is calcu- 
lated by formula or determined from a convenient 
dosage chart. Then appropriate amounts of IMFERON 
are injected daily or every other day, until the total 
calculated required amount is given. 


Iron Deficiency Anemia of Infancy: IMFERON provides . 


a convenient safe means for restoring hemoglobin 
levels and iron reserves in anemic infants. Excellent 
results were obtained by Gaisford and Jennison® with 
IMFERON in 100 iron-deficient infants. From a pretreat- 
ment average of 54.5 per cent, hemoglobin levels rose 
to 87 per cent 10 weeks after the start of therapy. 


References: (1) Brown, E. B., and Moore, C. V., in Tocantins, 
L. M.: Progress in Hematology, New York, Grune & Stratton, Inc., 
1956, vol. I, p. 25. (2) Gaisford, W., and Jennison, R. F.: Brit. M. J. 
2:700 (Sept. 17) 1955. (3) Wallerstein, R. O.: J. Pediat. 49:173, 
1956. (4) Sturgeon, P.: Pediatrics 18:267, 1956. (5) Jennison, R. F., 
and Ellis, H. R.: Lancet 2:1245 (Dec. 18) 1954. (6) Scott, J. M., and 
Govan, A. D. T.: Brit. M. J. 2:1257 (Nov. 27) 1954. (7) Grunberg, 


PROMPT RESPONSE 


Clinical improvement paralleled this response. 
Premature infants and surgical cases were similarly 
benefited. IMFERON gave “...all the advantages of 
transfusion or intravenous therapy without the dis- 
advantages.” There were no side effects in any of the 
infants treated. Wallerstein’ confirmed these results, 
furnishing evidence that IMFERON is well absorbed 
and appears in the bone marrow 12 to 24 hours after 
injection. Results are equal to those with intravenous 
saccharated iron oxide without the unpleasant side 
effects. Sturgeon‘ showed that the first year’s iron 
requirements in infancy can be supplied with three 
injections of IMFERON. 


Iron Deficiency Anemia of Pregnancy: Nausea pre- 
cludes oral iron therapy in many anemic pregnant 
women. In those with severe anemia who are first 
seen late in pregnancy, prompt hemoglobin regenera- 
tion is unobtainable with oral iron. IMFERON pro- 
duced prompt hemoglobin responses in anemia of 
pregnancy,” the results being similar to those 
obtained with intravenous saccharated iron oxide. 
Side effects were virtually absent with IMFERON.”” 


Resistant Hypochromic Anemia: Patients who-do not 
respond to oral iron, those who cannot take oral iron 
and those with gastrointestinal pathology respond well 
to injections of IMFERON. '' While oral iron is of little 
value in treating the anemia of rheumatoid arthritis, 
IMFERON is “...as beneficial as intravenous iron and 
easier to administer.” 


Present Studies: Published reports and recent findings 
of clinical investigators confirm the effectiveness and 
safety of IMFERON for hemoglobin regeneration and 
creation of iron stores. More than 70 studies are now 
being completed in the United States. Reports stress 
prompt hemoglobin response, ease of administration 
and freedom from side effects. Clinicians desiring addi- 
tional information should request Brochure No. NDA 
17, IMFERON, Lakeside Laboratories, Inc., Milwaukee 
1, Wisconsin. 


A., and Blair, J. L.: A.M.A. Arch. Int. Med. 96:731, 1955: (8) Mil- 
lard, J. B., and Barber, H. S.: Ann. Rheumat. Dis. 15:51, 1956. 
(9) Baird, I. M., and Podmore, D. A.: Lancet 2:942 (Nov. 6) 1954. 
(10) Cappell, D. F; Hutchinson, H. E.; Hendry, E. B., and Conway, 
H.: Brit. M. J. 2:1255 (Nov. 27) 1954. (11) Stevens, A. R.: A.M.A. 
Arch. Int. Med. 96:550, 1956. , 


IMFERON® 1S DISTRIBUTED BY LAKESIDE LABORATORIES, INC., UNDER LICENSE FROM 


BENGER LABORATORIES, LTD. AVAILABLE IN 2-CC. AND §-CC. AMPULS THROUGH your. 


REGULAR SUPPLIERS. 


LAKESIDE 
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ity to show the patient’s record to 
“any insurer of the patient.”’ These 
admission forms are identical with, 
or based on, the standard admis- 
sion form developed and distrib- 
uted by the California Hospital 
Association in 1954, the language 
of which was designed to eliminate 
_ as much of the consent problem 
7 as was created by requests from 
insurers of the patient. In addition, 
most insurance carriers and the 
Blue Cross include an adequate 
> form of consent in their applica- 
| tion for coverage. | 

Occasionally, objection will be 
- made to the inartistic wording of 
7 } the consents used by some insur- 
ance companies, but we are not 
persuaded that objection is a 
worthwhile effort, since the risk is 
small even if the consent is not 
found applicable. Another diliffi- 
culty with insurance company 
consents is that they are some- 
times included in the application, 
which may be signed by someone 
other than the patient—usually a 
member of the applicant’s family. 
The family member, by accepting 
the benefit of the policy, may as- 
sume its burdens as well, but there 
is a loose end here. The writer be- 
lieves hospitals would be well ad- 
vised to avoid these problems by 
using the language suggested in 
Section III of this article as a part 
of their admission form. This lan- 
guage was developed by attorneys 
who have the interest of the hos- 
pital and its patients uppermost in 
their mind, and not the interest of 
those who may not be sufficiently 
conscious of the hospital’s prob- 
lems. | 

It is not enough to change the 
admission form. When information 
is requested, the hospital should 
use the full authority to disclose 
given it by its admission form, 
with few, if any, exceptions. This 
will eliminate the unnecessary im- 
position on the patient involved in 
requiring a separate consent and 
will eliminate waste of the valu- 
able time of the record librarian 
and insurance clerk in the hos- 
pital. 


DOCTOR'S CONSENT 


Many hospitals require the con- 
sent of the attending physician, 
sometimes in writing, before any- 
one is permitted to view the rec- 
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ord. This is done as a matter of 
courtesy, since the physician has 
no legal right to deny the hospital 
the right to disclose ‘its records. 
This policy is in accordance with 
good sense and ethical practice in 
some circumstances, but as applied 
to request by third party sources 
of payment which may be respon- 
sible for the patient’s bill, or re- 
quests from governmental agen- 
cies, it does not appear to be 
necessary. The elimination of this 
requirement in these cases would 
also diminish the administrative 
workload in the record room. 

A careful consideration of the 
views of the staff is necessary in 
order to formulate policy in this 
area. The administration and the 
staff must work closely on the 
problem of defining the kinds of 
cases in which consent of the at- 


- tending physician is desirable prior 


to release of information from the 
records of their patients. The 
writers do not believe that the 
staff, once advised of the admin- 
istrative problems, will insist on 
consent for disclosure to third 
party payers or disclosure to 
governmental agencies, although 
disclosure presents potential prob- 
lems when made to other physi- 
cians and to attorneys. In this, and 
perhaps other ‘situations, a careful 
review of the matter with the staff 
is absolutely necessary. 


There may be isolated problems 


in disclosing the record without 
first calling the attending physi- 
cian. For example, in some extra- 
ordinary cases the attending phy- 
sician does not disclose to the 
patient the true nature of the ill- 
ness. In one recent case, the doctor, 
because he feared a violent reaction 
by the patient who had cancer, 
told the patient that he was be- 
ing treated for a mysterious 
fever. When the patient appeared 
in the record room one day and 
asked for an abstract of his record, 
which he planned to deliver to the 
insurance company in person—a 


rather unusual way to give infor- 


mation to the insurance company 
—the physician was called. The 
abstract of the record was accord- 
ingly modified to read ‘“unex- 
plained fever” as the diagnosis. 
The insurance company was told 
the story on the telephone. 

No doubt there are unusual 


< 


cases where a Call to the physician 
before giving information to any 
person will avert difficulty, but the 
worth of any procedure: is deter- 
mined by balancing the time and 
trouble it entails against the good 
it aceomplishes. The writer doubts 
that the procedure requiring the 
consent of the physician for every 
disclosure to a third party payer 
or to a government agency is 
worth very much when balanced 
against the time and trouble it 
entails. 
It may be advisable, where the 
record shows treatment for men- 
tal disorder, venereal disease, ille- 


-gitimate childbirth or the like, to 


require a separate written consent 
for all inspections of the record. 
Many record librarians keep such 
records in a special file. Marking 
or flagging this sort of record 
would not present much difficulty... 


SIMPLIFIED CLAIMS FORMS 


If the hospital utilizes the pro- 
gram suggested here, it should 
make clear to the insurance com- 
panies that the procedures are be- 
ing instituted to make it easier for 
the insurance company to process 
its claims, and that the hospital 
expects cooperation in return. This 
cooperation might be evidenced by 
use of the standard claims form 
for obtaining its information and 
by making prompt payment to the 
hospital. If the insurance company 
requires additional information 
not included on the standard form, 
then consideration should be given 
to a reasonable charge for special 
handling. This procedure should be 
worked out by the hospitals in 
each area with local representa- 
tives of the insurance companies. 

Insurance company cooperation 
is also needed in connection with © 
the growing demands by them for 
breakdowns of items on the hos- 
pital bill, particularly the drug 
charge. There is a serious admin- 
istrative problem in providing the - 
manpower to do the clerical job of 
breaking down the charges. In 
California, the hospitals have had 
moderate success in persuading 
the insurance companies to re- 
frain from requesting the break- 
down, or, if it must be done, to do 
the clerical work themselves or 
pay for the services’ involved. 
Simplified procedures for obtain- 
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ing information will help the in- 
surance companies. Their cooper- 
ation with these related problems 
is not too much to ask in return. 


ATTORNEYS’ REQUESTS 


Other than representatives of 
third party sources of payment, 
physicians and governmental agen- 
cies, the most likely person to ap- 
pear in the record room to inspect 
a chart is an attorney, either one 
retained by the patient or an ad- 
verse attorney. In these cases, a 
written authorization of the patient 
and in nearly all cases the consent 
of the attending physician should 
be regarded as absolutely neces- 
sary. The attorney’s request may 
be entirely harmless, but on the 
other hand, it may be the first 
indication of trouble for the hos- 
pital or a member of its staff or 
both. It is to the advantage of both 
to cooperate in order to determine 
the true basis for the request and 
the best way to handle it. If the 
attending physician requests that 
the record not be released, then 
the matter should be referred im- 
mediately to the hospital’s attor- 
ney for a review of the particular 
situation. Whether or not the 
record will be disclosed will de- 
pend upon a number of circum- 
stances, including what the record 
shows and the reputation of the 
attorney making the request. Ulti- 
mately he will be able to procure 
the record by subpoena. If the 
hospital refuses to honor the re- 
quest when accompanied by the 
written consent of the patient, the 
chances of an amicable settlement 
may decrease. 

In connection with malpractice 
cases, another type of request fre- 
quently develops when the doctor 
is sued. He is anxious to have 
permission to have his attorney, 
or an investigator, examine or 
make copies of the record in order 
to prepare his defense. In this con- 
nection, the authors recommend 
that full cooperation be given the 
staff doctor: even though no suit 
has been filed, we feel that the 
hospital owes it to the attending 
physician to cooperate in the pre- 
paration of his defense. The writers 
also recommend that the attend- 
ing physician’s attorney be given 
the right to examine or obtain a 
photostatic copy of the record 
without the prior consent of the 
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patient. A more difficult case arises 
when the doctor against whom the 
claim is being made is not a mem- 
ber of the staff and the record he 
desires to have examined by his 
attorney or insurance investigator 
is that of a hospitalization that has 
occured either before or after he 
attended the particular patient. In 
such circumstances, the authors re- 
fer the request to the staff phy- 
sician who attended the patient 
and honor his written direction as 
part of a policy of working out 
such problems in cooperation with 
the staff. 


INFREQUENT SITUATIONS 


The record of a deceased patient 
presents an occasional problem, 
but the risk in this case is very 
small. A right to sue for libel or 
invasion of privacy dies with the 
injured person. Except for the case 
cited above in which the parents 
of a dead infant successfully sued 
to stop publication of a _ photo- 
graph of the dead child, no court, 
to the author’s. knowledge, has 
recognized a right to sue for dis- 


closing facts about a person who 


is deceased and a number of 
courts have said that no such right 
exists. A consent taken at the time 
of admission would be adequate 
in any event. Some hospitals seek 
the consent of the executor or ad- 
ministrator as a public relations 
matter. There may be no advantage 
from the legal point of view in this 
procedure but it may be better to 


ask the consent of the representa- 


tive of the estate as a courtesy in 
order to eliminate controversy that 
is time-consuming at best, parti- 
cularly where there is a difference 
of opinion among the heirs. Secur- 
ing this consent, which may be un- 
necessary, does not present an ad- 
ministrative problem because. of 
the infrequency of this situation. 


An even less frequent situation 


is the one in which the hospital 
record is desired by competing 
parties, each of which objects to 
anyone other than himself seeing 
the record. The impending contro- 
versy is usually a will contest. The 
hospital can take three courses— 
let all see the record, let none see 
the record, or let the executor or 
administrator, if any, see the 
record. The last course is some- 
times followed, but in the writers’ 
opinion it is better to show the 


record to no one, and wait for a 
subpoena to be issued. This sort of 
case is fortunately rare and should 
be handled by the administrator 
and the hospital attorney when 
and if it comes up. 

Information from the record of 
a minor follows usual consent pat- 


terns. His parent (both if possible, 


one in any event) or his guardian 
can consent for the minor. Since 
the admission form is_ usually 
signed by the parent or guardian, 
for reasons relating to consent for 
treatment and financial responsi- 


bility, there is no special problem > 


here. | 

Another rare problem for the 
administrator or record librarian 
is the patient who wishes to look at 
his own record, or that of his child 
or spouse. A recent case involved 
a mother who believed the cause 
of her miscarriage was inhala- 
tion of D.D.T. She seemed intent on 
fixing the blame on the person who 
used the spray near her, and sought 


confirmation of her view of the 


cause in the record. Such cases are 
not a particularly significant part 
of the record room routine and are 
best left to individual treatment 


‘by the administration. It may be 


worth noting here that the patient 
has no right to see the record in 
the usual case. The record belongs 
to the hospital and while the hos- 
pital must guard record 
against an unreasonable disclosure 
that might injure the reputation 
or feelings of the patient, it does 
not follow that the patient has 
any right to see the record himself. 
Where the patient is preparing a 
lawsuit against the hospital or 
attending physician, he may have 
a right to inspect the record in 
order to obtain the names of the 
nurses or other persons who may 
be witnesses. Some courts have 
compelled the hospital to disclose 
the record under such cireum- 
stances, but the writers feel that 
there is little risk in pursuing a 
conservative course. 


Ill. SOME RECOMMENDATIONS 


THIRD PARTY SOURCES OF PAYMENT 


The authors believe that the 
admission form of every hospital 
should include the following 
language: 

“The hospital may disclose all or 
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any part of the patient’s record 
to any person or corporation which 
is Or may be liable under a con- 
tract to the hospital or to the pa- 
tient, or to a family member or 
employer of the patient for all or 
part of the hospital’s charge, in- 
cluding, but not limited to, hospital 
or medical service companies, in- 
surance companies, workmen’s 
compensation carriers, welfare 
funds, or the patient’s employer.” 

Prior approval by the attending 
physician for release of informa- 
tion in third party payment cases 
is not necessary to safeguard the 
interest of the physician, and 
should not be required. If the staff 
is informed of the fact that this 
requirement imposes. unnecessary 
burdens on all concerned, the 
authors feel that staff approval of 
this policy can be secured with 
little difficulty. 


RESEARCH PERSONNEL OR PHYSICIANS 
OTHER THAN THE ATTENDING PHYSICIAN 


Unlike the third party payment 
case, prior approval by the at- 
tending physician is — probably 
necessary here, not as a legal re- 
quirement, but as a matter of hos- 
pital-staff relations. This catagory 
of cases does not require the con- 
sent of the patient, since the risk 
_is small if it exists at all. Inclusion 
of authority to make such dis- 
‘.closures- in the admission form 
‘would undoubtedly require fre- 
(quent explanation, and the author 
therefore recommends that this 
category of disclosure be made 
without inclusion .of reference to 
the matter in the admission form. 

The conditions of disclosure to 
the nonattending physician or re- 
searcher -should be worked out 
with the staff, including a defini- 
tion of those persons whose objec- 
tives sufficiently justify their in- 
terest in the record. One condition 
that is always desirable is the 
customary one that the nonat- 
tending physician or researcher 
agree not to disclose the name of 
the patient. 


GOVERNMENT AGENCIES 


Since inclusion of a consent to 
disclose information to any agency 
of government (including the 
police, or the Veterans Adminis- 
tration, or military authorities 
when the patient is a serviceman) 
might suggest to the patient that 
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some sort of official snooping is 
going on, the authors recommend 
that this category of requests for 
information from the patient’s 
record be handled without refer- 
ence to the matter in the admission 
form. The risk of liability or of 
deteriorated patient-hospital re- 


lations is so small that there is 


little reason to insist on a consent. 
The physician has no interest in 
the matter except in the extra- 
ordinary case, and here again, 
every attempt should be made to 
persuade the staff that prior ap- 


proval by the attending physician 
is an unnecessary burden. 

As stated above, requests from 
attorneys or investigators should 
be handled on a case-by-case basis, 
particularly where a suit against 
the hospital or a staff physician is 
contemplated. The hospital should 
allow inspection of the record by 
the attorney or investigator who 
represents the physician, but no 
one else should be allowed to see 
the record without the concurrence 
of the administration and the hos- 
pital attorney. ba 
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simplification-standardization 


UESTIONS ARE frequently asked 
about simplification and stand- 
ardization that indicate a need for 
better understanding of these 
terms and the manner in which 
these processes work in our na- 
tional economy. 
Typical of these questions are: 
@ If manufacturer A has agreed 
to make certain products in ac- 
cordance with standard specifica- 
tions, why doesn’t he withdraw 
from the market all similar items 
which do not meet the standards? 
@ Why is a manufacturer “al- 
lowed” to sell items that are not 
standard or do not meet simpli- 
fied practice recommendations? 
@ When is the American Hos- 


pital Association Committee on-> 


Purchasing, Simplification and 
Standardization going to write a 


standard for new product 


which has been on the market for 
almost a year? 

To the author, it seems that the 
thinking behind such questions 
fails to take into full considera- 
tion the philosophy of free enter- 


Franklin D. Carr is administrator of De- 
troit Memorial Hospital and chairman of 
the American Hospital Association Com- 
mittee on Purchasing, Simplification and 
Standardization. 
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by FRANKLIN D. CARR 


In replying to questions that indi- 
cate misunderstanding of the basic 
workings of voluntary simplification 
and standardization, the author points 
out that in a free economy it would 
not be feasible or even desirable to 
attempt to standardize and simplify the 
constant stream of new or improved 
products before they are tested and 
proved under actual conditions of use. 


prise that is the basis of the econ- 
omy of the United States. Since 
its founding, this country has been 
distinguished for the inventive- 
ness of its people and for the de- 
velopment of new frontiers in 
many fields. Such development 
could not have occurred if stand- 
ards, codes, or other controls had 
been established to maintain the 
status quo of 1776. 


A DYNAMIC FORCE 


The concept of simplification and 
standardization must be applied 
within the framework of our free 
economy and existing laws on re- 
straint of trade, among other 
things. In actual practice, how- 
ever, simplification and standard- 


ization operate as a dynamic force 


within the economy, with no lim- 


how it works 


why it takes so long 


itations. Anyone is permitted to 
develop a new product and place 
it on the market. If it fulfills a 
need, it will be purchased and 
used; when it is used extensively 
it becomes a standard in itself. 
Should variations of the product 
be developed and marketed to fill 
special needs, there probably 
would come a time when it would 
be practical to simplify the line; 
that is, to reduce the number of 
varieties to a practical number 
from the standpoint of warehous- 
ing, cataloguing, and so forth. 

In the present economy of the 
United States, there will always be 
new products appearing on the 
market in addition to those which 
are accepted standards. If this 
were not so, there would be no 
progress. For example, there 
would be no new model automo- 
biles on the market every year if 
some committee took two or three 
years to consider the matter. For 
another example, there would have 
been no variable height patient 
beds on the market until the AHA 
Committee on Purchasing, Simpli- 
fication and Standardization had 
pondered over various considera- 
tions. The variable height bed has 
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won a substantial place for itself 
in the market, but the AHA com- 


mittee is just now formulating a 


standard for it. 
TESTING MUST COME FIRST 


Simplification and standardiza- 
tion always lag behind new devel- 
opments, awaiting practical re- 
sults of their use. To do otherwise 
would be to place the wisdom of 
any standardizing committee above 
practical experience in the use of 
experimental products. To create 
a national standard prior to full 
experimentation would _ restrain 
trade and stultify progress. 

Hospital administrators and pur- 
chasing agents should welcome 
new products and test them on 


some limited basis to give them | 


a fair trial in comparison with pre- 
viously accepted and standardized 
items. If the new products fit in- 
dividual needs better than those 
previously used, then each hospital 
is free to adopt them as an indi- 
vidual standard. In the author’s 
opinion, this is one good way to 


be a more valuable purchasing > 


agent or administrator and to run 
a better hospital in which patients 
are given the advantages of new 
developments. Further, this is a 
good way to keep the budget bal- 
anced in an inflationary period. 
After a new product has been 
on the market. from three to five 
years, the AHA Committee on 
Purchasing, Simplification and 
Standardization usually begins to 


take positive action relative to — 


standardizing the product on a na- 
tional basis, and if necessary, takes 


action on limiting the number of 


varieties on the market through 
the process. of simplification. Hos- 
pitals that wait for the standard 


to appear in print will probably 


be at least five years behind hos- 
pitals that test and-use the prod- 
ucts as they appear. Standards 
serve as guides and are usually 
minimum standards, however; ev- 
ery hospital has a freedom of 
choice of adhering to the tried and 
true standards in spite of the mul- 
tiplicity of newer developments on 
the market. 


WORK WITH MANUFACTURERS 


The AHA Committee on Pur- 
chasing, Simplification and Stand- 
ardization, through its efforts of 
standardization, perhaps has been 
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most helpful to hospitals that 
would not otherwise use even the 
minimum standards. Further, for 
well established products, the com- 
mittee has worked with manufac- 
turers to prevent competition from 
reducing quality and ‘to urge in- 
dustry to take advantage of tech- 
nical developments where im- 
provement would be helpful in 
hospital usage. 7 

With some fairly new products, 
the committee has helped industry 
modify their products to meet hos- 
pital requirements more exactly. 


In the field of experimental 
products, the committee and its 
individual members have guided 
industry with comments and ex- 
periments that have helped define 
changing hospital needs. . 

The committee will continue in 
these endeavors, but .it can never 
function to dictate to anyone what 
products or what varieties of prod- 
ucts will or will not be placed on 
the market. It must gain all of 
its objectives by gaining coopera- 
tion on a voluntary basis from both 
manufacturers and consumers. 8 
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_| and supply 


and a stream of alcohol allows 
rapid rinsing. Large size plastic 
drain bowl 
catches the ov- 
erflow, which 
empties into 
lower of two 
plastic bottles. 
The positive- 
acting foot ped- 
al responds in- 
stantly. The 
two-quart poly- 
ethylene bottles 
are interchange- 
able. A _ three-point suspension 
base provides balance and stability. 
American Hospital Supply Corp., 
Dept. H, 2020 Ridge Ave., Evans- 


Standardized plumbing repair 
service (15B-1) 

Manufacturer's description: This ‘“‘port- 
able shop” consists of 1,939 items 
and sizes of repair parts for all 
makes of plumbing fixtures. The 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—The Editors. 


procedures at an installed price 
comparable to conventional 250 
KVP x-ray therapy apparatus. The 
new teletherapy unit utilizes a 
l-cm. diameter source of up to 150 
curies of high specific activity co- 
-balt 60. Treatment distances down 
to 22 cm. are possible. Dick X-Ray 
Co., Dept. H, 4000 Olive St., St. 


compact kit also contains precision ton, Ill. 
tools that reform faucet and flush 
valve seats. The wide variety of 
washers, screws and other required 
small repair parts is arranged in 
a series of 13 metal kits. J. A. 
Sexauer Mfg. Co., Inc., Dept. H, 
2503-05 Third Ave., New York 51, 


Cobalt therapy unit (15B-3) 


cost unit. 


Alcohol dispenser (15B-2) 
Manufacturer's description: The surgeon 
merely depresses foot pedal of this 


Manufacturer's description: Cobalt thera- 
py is feasible for any size hospital 
with the devel- 
opment of this 
compact, low- 
The 
new unit offers 
complete facili- 
ties for modern 
full-range radi- 


new floor model alcohol dispenser ) ii ation therapy 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
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torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


PRODUCT NEWS 
Emergency safety paint (15B-9) 
chairs (15B-10) 
Stainless steel cans and pails 


Standardized plumbing repair 
service (15B-1) 
_Alcohol dispenser (15B-2) 


Louis 8, Mo. 


‘Talking Books’ (15B-4) 

Manufacturer's description: This sub- 
scription-service program is of- 
fered on a continuing basis, with 


new titles issued monthly. Sap- 
phire needles are supplied regu- 
larly at no additional charge. 
Reproducers are optional at sub- 
scribers’ special low price. The 
“talking books” are recorded on 
12-in. (16 2/3 rpm) phonograph 
discs. Each side includes nearly an 


___Cobalt therapy unit (15B-3) (15B-11) . . 
Talking books’ (15B-4) _______Metal cleaner and polisher hour of uninterrupted reading. 
Disposable blood lancet (15B-5) (15B-12) Libraphone, Dept. H, 550 Fifth 


Photocopy units (15B-13) 
freshener (15B-14) 
____.__Dust mop cleaner (15B-15) 


___Narcotic control cabinet (15B-6) 
_Condensed soups (15B-7) 
_Synthetic detergent (15B-8) 
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Optical aids (15BL-1) Maintenance cleaning guide 


Avenue, New York 36, N.Y. 


Disposable blood lancet (15B-5) 
Manufacturer's description: The arched, 
half-round incision reportedly fa- 


50-2) cilitates puncture of the blood-rich 
__Reagents (15BL-4) oe Standby generators (15BL-8) capillary area below the skin sur- , te 
——Surgical instruments (15BL-5) face and minimizes pain and trau- | 
ma. The incision allows the “gape” 
to open and close without sealing 
enough to draw the blood. Because Mi 
type print pend) of the easier blood flow, the new SO 
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type of incision makes it possible 
with a single finger puncture to 
obtain sufficient blood for a red 


blood count, a white blood count, 
a hematocrit, two smears and a 
hemoglobin, if these are required. 
Microchemical determinations may 
also be made. Becton, Dickinson 
and Co., Dept. H, Rutherford, N.J. 


Narcotic control cabinet (15B-6) 

Manufacturer's description: This dispen- 
ser, made of plastic, has a capacity 
of 20 narcotic tablets. Tablets are 
visible through small round win- 
dows. The dispenser is loaded by 
the hospital pharmacist and stored 
in the cabinet. When a narcotic is 
prescribed, the nurse selects the 
_ proper dispenser, depresses a plun- 
ger at the top, and the tablet is 
released from the bottom. Each 
dispenser has space on its face for 


designation of the type of tablet it © 


contains. The cabinet is construct- 
ed of heavy-duty steel. The unit 
will be available on or about Sep- 
‘tember 1, 1957. Cole-Sewell En- 
gineering Co., Dept. H., 2288 Uni- 
versity Ave., St. Paul, Minn. 


Condensed soups (15B-7) 
Manufacturer's description: This line of 


soups is now available in con- 
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Positive Door Control is a MUST 
where there's heavy traffic 


use 


CONCEALED IN FLOOR 


Manual Door Controls 


Precision-built Dor-O-Matic 
door controls are at work in 
| thousands of buildings from coast to 
coast . . . providing vital positive door control under even 
the heaviest traffic conditions. Designed for long service and 
complete adaptability to contemporary design and function, 
there are 31 models to choose from . . . one for every type 


door in any kind of building. Write for detailed information. 


Dor-O-Matic INVISIBLE Dor-MAN 
for completely automatic door 
controls—available in either 

carpet or handle actuated models 


SEE OUR CATALOGS IN SWEET'S 


Sales and Service in Principal Cities | 6916 


: division of REPUBLIC INDUSTRIES, INC. 
a a | 7362 West Wilson Avenue | 
Chicago 31, Illinois 


CANADA: Dor-O-Matic of Canada, 550 Hopewell Avenue, Toronto 10, Ontario 
EXPORT: Consultants International, 69-77 Bedford Street, Stamford, Connecticut 
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densed form in No. 5 cans for in- 
stitutional use. Five kinds are 
available: French-style onion soup, 
Quebec French- 


style pea soup, 

ant; Chicken with 

| HABITAN! noodles, chick- 
PEA en with rice, and 


vegetable. The 
condensed in- 
gredients re- 
spond perfectly 
to the addition 
of one equal part of water to the 
50-ounce cans. Habitant Eastern 
Sales Office, Dept. H, 115 Newbury 
St., Boston 16, Mass. 


Synthetic Detergent (15B-8) 

Manufacturer's description: This new con- 
centrated liquid detergent is par- 
ticularly recommended for wash- 
ing dishes, glassware, rugs and 
upholstery, floors, sheet or plate 
glass surfaces. The detergent is ef* 
fective in hard or soft water of 
any temperature, and is safe and 
easy on the hands. The liquid is 


available in 42-pound pails and 
450-pound drums. Colgate-Palm- 
olive Co., Industrial Sales Dept., 
Dept. H, 300 Park Ave., New York 
22, N.Y. 


Emergency safety paint (15B-9) 

Manufacturer's description: An even coat 
of this long-lasting safety paint 
can be applied from its aerosol 
container. The 
pigment used «in 
the paint in- 
sures an imme- 
diate, bright 
afterglow when 
light source is 
removed and 
emits sufficient light to identify 
the object or area sprayed for 
hours. Five to 10 minutes of ex- 
posure to light, natural or arti- 
ficial, reactivates the paint. The 
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paint is nonradioactive and non- 


toxic—M-M-A., Inc., Dept. H, 
Lancaster, Pa. 

Nesting chairs (15B-10) 
Manvfacturer’s description: This chair 


will actually “‘nest’”’ safely to ceil- 
ing heights. When storage space 
is limited, more than 200 chairs 


need only 504 cu. ft. Styles are 
available—with or without arm- 
rests. Either style, mixed or sep- 
arate, stack 25 high on a dolly and 
will easily clear a 6-ft. 8-in. door- 
way. Raylen Mfg. Co., Dept. H, 
221 Broadway, Denver, Colo. 


Stainless steel cans and pails 
(15B-11) 
Manufacturer's description: These new 
stainless steel cans and pails are 
well suited for hospitals and lab- 
oratories. They are constructed of 
24-gauge, type 304 stainless steel 


with a 2B finish. They are equipped 


2 
wir 


with ¥%-in. by 2%-in. stainless 
steel plain bands at top and bot- 
tom. Complete information on the 


various available sizes of cans and ~ 


pails is available. The Witt Cor- 


nice Co., Dept. H, 2121 Winchell 
Ave., Cincinnati 14, Ohio. 


Metal cleaner and polisher 
(15B-12) 

Manufacturer's description; This new 
product cleans, polishes and leaves 
a hard protective surface on all 
stainless steel, chromium and wood 
surfaces. A silicone base enables 
the product to 
dry in seconds, 
leaving no fin- 
ger marks. It is 
impervious to 
acids, alcohol, 
hot water or al- 
kalies. It is now 
available in gal- 
lon, quart or 
pint sizes. Trial 
samples will be 
sent on request. Pittsburgh Chem- 
ical Laboratory, Dept. H, 715 Penn 
Ave., Pittsburgh 22, Pa. 


CHEMICAL 
4 Pitt eri 


Photocopy units (15B-13) 
Manufacturer's description: The first out- 
fit of its kind that will make large 


_ photocopies up to 20 in. wide by 


any length is available now. The 
outfit consists of an automatic con- 
tinuous printer (6 by 9 by 30 in.) 
with shutter-type light control, 


weighing 29 lbs. and an automatic, 
continuous processor (6 by 7 by 30 
in.) weighing 25 lbs. The two units 
fit together and give the appearance 
of one over-all machine. The unit 
makes about 60 to 90 sharp, error- 
free copies per hour, either one- 
sided or two-sided. It reproduces 
from all colors. General Photo 
Products Co., Inc., Dept. H, General 
Photo Bldg., Chatham, N.J. 


Air freshener (15B-14) 

Manufacturer's description: This new unit 
deodorizes areas up to 7,500 cubic 
feet. In neutralizing objectionable 
odors, the air freshener replaces 
them with fragrances of spice, 
pine, floral bouquets, or cedar. The 
manufacturer also states that op- 
erating costs on a 24-hour basis 


HOSPITALS, J.A.H.A. 


a 
x 
| = 2 3 
. 
é 
» 
al 
= = 
- 
ene 
ff 
She / 
= ~ 
PA 
Ps 
F 


One ofa series explaining the successful application of television to education. 


Hundreds of Students See 
These Close-Up Views of Surgery 
Via Color Television, 


RCA medical color TV cameras pick up 
detail views of surgical procedures and send 
them to television screens at many locations 
where they are viewed by hundreds of 
students. Each student, in effect, stands at 
the surgeon’s side as the operation takes 
place. He sees a large, close-up view which 


has the impact and realism of natural color. 


Courtesy: Pfizer Laboratories 


See additional 
particulars... . 
next page 
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‘EFFECTIVE INSTRUCTION | 
IN SURGERY BEGINS 


Sy WITH AN 
A RCA COLOR TV CAMERA. 


The RCA medical color TV camera illustrated here is especially designed for televising 
close-up views of surgical procedures. A special mounting fixture allows the camera to be 
suspended above the operating table. A specially designed surgical lamp illuminates the 
operating area, and the camera views this area through an opening in the lamp fixture 
via a built-in mirror. These close-up pictures are sent over a closed-circuit hookup to any 
number of television screens where hundreds of students may see them. 

Other cameras and related equipments are available for many applications in medical 
instruction. for demonstrating clinical procedures, for large screen presentation of 
microscopic specimens, etc. | 


For literature and further information on the use of television in medical instruction, 
write Dept. 294, Radio Corporation of America, Bldg. 15-1, Camden, N. J. 


RADIO CORPORATION OF AMERICA 


tmk(s)® Broadcast and Television Equipment - - Camden, New Jersey 
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amounts to only a few cents per 
month. The unit is operated by 
plugging it into any a.c. electric 
outlet and becomes effective imme- 


diately. Williams Chemical Co., 


Dept. H, 487 New York 


13, 


- the mop and de- 


Dust mop cleaner (15B-15) 
Manufacturer's description: This cleaning 


apparatus even redistribution 
of dust from the — 

soiled mop. Dirt 
is collected in a 
portable cabi- 
net, which takes 
power from any 
110-volt outlet. 
The machine 
pulls dust from 


posits it into a 
drawer for convenient disposal. 
The unit reduces mop washing and 
fraying. Markham Mfg. Co., Dept. 
H, 9610 Madison Ave., Cleveland 
2, Ohio. 


fnoduct literature 


(SEE COUPON, PAGE 64) 


Optical aids (15BL-1)—More than 
1,000 optical items are listed in 
this 72-page catalogue. Technical 
data and other factual information 
on all types of optical instruments 
and components are given. Edmund 
Scientific Co., Dept. H, Barrington, 
N.J. 


Conductive floors (15BL-2)—An in- 
formation booklet on conductive 
floors—types, cleaning, and haz- 
ards. Hillyard Sales Co., Dept. H, 
St. Joseph, Mo. 


Washers and extractors (15BL-3)— 
A complete line of washers and 
extractors are described in this il- 
lustrated catalogue. The one-dial 
control and the simple operating 
features of these machines are de- 


scribed. Specifications are also 
noted. Cook Machinery Co., Inc., 
Dept. H, 4122 Commerce St., Dal- 
las, Tex. 

Reagents (15BL-4)—This new 


price and specifications catalogue 
lists more than 150 reagents for 
medical research: and biochemical 
testing. Included in the catalogue 
are a number of high purity re- 
agents of interest to scientists en- 
gaged in cancer research. Dajac 
Laboratories, Chemical Division, 
Dept. H, The Borden Co., 5000 
Langdon St., Philadelphia 24, Pa. 


Surgical instruments (15BL-5)—Ev- 
ery major field of surgery is rep- 
resented in a separate section of 
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this 600-page surgical instrument 
catalogue. The listing comprises 23 
categories. Among these is a 48- 
page section devoted to thoracic 


surgery. The Lawton Company, 
' Dept. H, 425 Fourth Ave., New 
York 16, Hig. 


Maintenance cleaning guide (15BL- 
6)—A “slide-rule” type of guide 
giving the surface to be cleaned, 
the treatment for cleaning, the 
product needed to clean the sur- 
face, and directions on. cleaning 


-the surface. Wyandotte Chemicals 


Corp., Dept. H, Wyandotte, Mich. 


Roofs (15BL-7)—This . 16-page 
brochure is illustrated by photo- 
graphs, drawings and diagrams, 
and thoroughly explores such sub- 
jects as the various types of roofs, 
how they are built, what factors 
enter into their deterioration, and 
how roof troubles can be diagnosed 
and treated. The Tremco Mfg. Co., 
Dept. H, 8701° Kinsman Road, 
Cleveland, Ohio. 


Standby generators (15BL-8)—This 
new booklet describes, through il- 
lustrations and actual installations, 
how these diesel electric sets help 
maintain ‘“‘business as_ usual’”’ 
whenever emergencies appear. The 
complete line of electric sets is 
listed with horsepower and kilo- 
watt ratings. Ask for Form No. 
D721. ‘Caterpillar Tractor Co., 
Dept. H, Advertising Division, 
Peoria, Ill. : 


hospital 
furniture 


THE DEMAND 


for a more 


FUNCTIONAL 
OVERBED 
TABLE 


the ““GIBRALTAR” 


With 
many new 
features 

including 


* Exclusive safety stop on 
vanity. 
* Largest top surface, 15” x 36”. 


* Remarkably easy to raise or 
lower. 


Recessed handle. 


Write for New, Illustrated, Inform- 
ative Catalog of the Complete Com- 
munity Line. 


SERVING THE NEEDS OF 
HOSPITALS FOR 21 YEARS 


COMMUNITY METAL 
PRODUCTS CORP. 


1213 Circle Avenue 
Forest Park, Illinois 
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BY MOVING out the desk and bringing in a coffee table, comfortable chairs, plants and pictures, 
Chicago's Presbyterian-St. Luke's Hospital has achieved a more relaxed, inviting setting for patients 
when they come to the hospital’s Morton Clinic for diet instruction. With the desk barrier removed, prob- 
lems can be discussed more freely and the patient can see that no secretive notes are being taken about him. 


informal setting 
for more effective 


instruction to patients 


‘deskless nutrition office 


NEW LOOK has been added to 

the nutrition office of Mor- 
ton Clinic at Presbyterian-St. 
Luke’s Hospital, Chicago. The desk, 
filing cabinet, and other office 
equipment have been relegated to 
a back room. The resultant con- 
ference lounge, furnished with a 


Winifred M. Ayers is nutritionist in the 
Morton Clinic at Presbyterian-St. Luke's 
Hospital, Chicago. 
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by WINIFRED M. AYERS 


Six months ago Morton Clinic at 


‘Presbyterian-St. Luke’s Hospital, Chi- 


cago, substituted a conference-lounge 
setting for the traditional classroom 
setup in the nutrition office. The au- 
thor reports that patients are more 
relaxed and willing to accept dietary 
instruction in this more homelike at- 
mosphere and the nutritionist can 
make more effective use of her teach- 


ing devices. 


FOOOS YOU NEED EVERT pay a 


WITHOUT a desk, the nutritionist and patient 
have a freedom of movement that helps to 
relieve the tedium of static sitting and talk- 
ing. It is possible to use charts and posters 
more fully and efficiently as teaching tools. 
When the patient does not have to focus his 
eyes across a desk to the instructor, he can 
actually see attractive displays on the wall. 
coffee table, easy chairs, plants and 
pictures, provides a warm, inviting 
setting, much like the corner of a 
living room. The only piece of 
furniture that suggests the room’s 
function is a scale which, for obvi- 
ous reasons, had to be retained. 

The theory behind this change is 
neither new nor complicated. If 
you are a record keeper, a comp- 
troller, or an accountant—if, in fact, 
you deal with papers—the tradi- 
tional office equipment may be 
necessary to the proper functioning 
of your duties. If, on the other 
hand, people are your main con- 
cern, the most effective physical 
surroundings in which to deal with 
them is in a relaxed, informal set- 
ting with no desk barrier to ham- 
per your relationships. | 

For years, progressive schools 
and colleges have maintained that 
the conventional physical setup of 
a classroom with the teacher ele- 
vated above the students, both lit- 
erally and figuratively, is not 
nearly as effective, pedagogically 
speaking, as the conference method 
where the teacher and students sit 
around a table. This method, while 
it may require more teaching skill, 
provides a more stimulating learn- 
ing situation. 

Only recently the business 
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FLEX-STRAWS NOW PACKED 
convenient DISPENSER BOX 


YOU ASKED 


CONVENIENT DISPENSING! 


MINIMUM HANDLING...MAXIMUM PROTECTION 


FLEX-STRAWS are distributed quickly and efficiently from the 
new dispenser box. Straws are removed at corrugated section so 
that it is never necessary to touch either the end which is immer- 
sed or the end which touches the mouth; assuring maximum 
protection and sanitation. One or several FLEX-STRAWS can be 
dispensed with minimum time and effort. The dispenser tab may 
be closed between uses. ORDER FROM YOUR DISTRIBUTOR NOW. 


FLEX-STRAW COMPANY BROADWAY « SANTA MONICA, CALIF. 
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Canadian Distributors: Ingram & Bell, Ltd. * Toronto 
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world and industry have effected 
similar changes in the office equip- 
ment and furnishings of their ex- 
ecutive suites.!}-2 According to 
The New Yorker, these ‘‘deskless”’ 
executives are on the increase. 
Those who have tried this new sys- 
tem of working without desks and 
with clipboards have been enthusi- 
astic about the idea. They claim: 

@ It increases office efficiency by 
cutting down on the paper work. 

@ It improves relationships with 
people, because this method -has 
forced the executive to come out 
from behind the protective bul- 
wark of his desk and meet the 
people he deals with in a more 
friendly, less restrained atmos- 
phere. 

@ It is an aid to more effective 


WHEN the new look was added to the nutri- 
tion office at Presbyterian-St. Luke's Hospital, 


_the scale was the only piece of furniture 


retained that suggests the room's function. 
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IN THE new conference-lounge setting, nutrition pamphlets and booklets are 
displayed with cookbooks and recipes on the coffee table and on the rack. 


communication because one 
man said, “When you sit down 
next to a person and start talking 
you feel friendly; your office rela- 
tions become more like home.” 


APPLICATION TO THE HOSPITAL 


The fundamental purpose of a. 


food clinic is to effect some change 
in patient food habits, either tem- 
porarily or permanently., There- 
fore, the kind of problems en- 
countered in a nutrition clinic are 
both in the areas of the learning- 
teaching situation and of human 
relationships. If there is to. be 
effective instruction, it is essential 
that the nutritionist and the pa- 
tient establish a good friendly re- 
lationship—some rapport that will 
make the teaching more mean- 
ingful. 

How the patient views the nu- 
tritionist will many times deter- 
mine the success of the diet 
instruction. When the setting pro- 
vides a relaxed, informal atmos- 
phere, the patient can get ac- 
quainted with the nutritionist as 
a friendly, helpful individual 
rather than as a_ disciplinarian 


.symbol of authority. By removing 


\ 


the barrier of the desk some of 
the classroom stigma disappears 
from the interview and the natural 
hostility. toward unfriendly au- 
thority is lessened. 

Food, food habits and patterns, 
how people eat and what they 
choose is a highly emotionally 
charged subject. Many patients 
are defensive about the way they 
eat and the kinds of food they eat. 
This is understandable, for aren’t 
we all food experts? 

A nutritionist frequently is un- 
able to reach the patient when this 
defensiveness is marked. And un- 
less this resentful attitude can be 
eliminated, the patient may reso- 
lutely persist in rejecting new 
food habits. The diet instruction, no 
matter how expert, may be useless. 

It is easy for the patient to pro- 
ject this resentment to what seems 
to be a critical person behind a 
desk; it is not easy to have these 
feelings when two people sit down 
side by side to discuss a problem. 

There is another reason why the 
conference setting provides a good 
climate for diet instruction. The 
point often has been made that 
most people will talk more freely 
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to their friends; they seek and will 
listen to advice from them (and 
perhaps that is the best we can 
hope for sometimes——an attentive 
listener). Many times a person will 
accept different foods and _ food 
patterns from his friends; this has 
been proved over and over again 
in nursery school feeding. 

If the nutritionist appears too 
professional, too remote or too 
strange, the patient will often feel 
that ‘he is a stranger and so may 
reject the dietary advice. Too fre- 
quently a desk underlines this re- 
moteness. When that obstacle to 
friendliness is removed, the pa- 


tient can talk to his friend rather — 


than to an authority on foods and 
diet. 
ADVANTAGES TO THE NUTRITIONIST 

From the nutritionist’s point of 
view also this more friendly at- 
mosphere assures a better work- 
ing situation. One of the most 
interesting comments about this 
new office plan was made in The 
New Yorker article. It was re- 
ported. that it seemed to take a 
friendly, gregarious person to use 
it successfully, and it was sur- 
prising how many executives were 
literally afraid to leave the protec- 
tion of their desks. 

Having used this system at our 
hospital, we can attest to some 
qualms of that nature when the 
plan was first inaugurated.- Per- 
haps for this reason alone, dis- 
pensing with a desk is a step 
toward humanizing our diet in- 
struction. A patient across from 
your desk too often represents just 
one more diet instruction. A pa- 
tient sitting beside you becomes, 


first of all, a person who has a> 


food problem to discuss and as 
such, he is far easier to- reach. 


TEACHING AIDS MORE EFFECTIVE 


Without a desk, the nutritionist 
and patient have a freedom of 
movement that helps to relieve the 
tedium of static sitting and talking. 
If there are charts or posters, it 
is possible to use them more fully 
and efficiently as teaching tools. 
When the patient does not have 
to focus his eyes across a desk to 


an instructor, he can actually see 


the nutrition displays. ae 
We are answering a great many 
more questions about food and nu- 
trition as a result of: this arrange- 
ment. In the old office at Morton 
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Clinic there was a‘display rack 
of free nutrition pamphlets and 
booklets. Probably not one pa- 
tient in ten ever looked at them 
much less picked them up. When 
these same materials were placed 
on the coffee table with cookbooks, 
recipes or shopping hints, they 
were picked up and examined and 
a great many patients took them 
home. 


PREPARING FOR CHANGE-OVER 


If you contemplate this change- 
over, you should also be prepared 


to change your whole method of 
diet instruction. Your present ways 
of taking a history, talking from 
a diet sheet, and making notes as 
the patient talks may have to be 
discarded. 

When you and the patient sit 
down together, the patient is able 
to see what you write. We think 
this is an improvement. When you 
write down a diet history, for in- 
stance, the patient can see (and 
you will be surprised how many 
look at what you are writing) that 
all you are doing is making notes 


Ashland Oi! & Refining Company 
Ashland, Kentucky 
Architect: G. A. Lusk * Ashland 
Employees Cafeteria Counter 


Van hospital and industrial 


Bethesda Hospital 
Cincinnati 
Architect: John Hargrave 
Cincinnati 


Salad and Dessert 
Preparation 


Pot Washing Area 


cafeteria clients honored 


*% Bethesda Hospital and Ashland Oil & Refining Company have 
joined the parade of Van clients whose food service has been 
honored in national competitions of the magazine INSTITUTIONS. 
Van takes pride in helping equip these Honor Award Winners. 


*% For establishments like Ashland Oil's cafeteria where 250 
lunches are provided or larger problems such as to service 1200 
meals daily . . . Van gives the same conscientious attention. That's 
why Bethesda has used Van services for more than a quarter cen- 


tury an 


reports that with Van help personnel savings have cut 
overall food service costs 25%. 


%& When you have food service equipment needs . . . new, 
expansion or modernization such as Bethesda’s . . . use Van's 


century of experience. 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 
Branches in Principal Cities 


224-244 EGGLESTON AVENUE 


CINCINNATI 2, OHIO 
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on his food history. He can see 
that there are no secretive, cryptic 
notes being taken about him. 

Brushing away this hush-hush 
attitude makes for more complete 
histories and for more frank dis- 
cussions of food and meal habits. 
Patients are people; and people 
like to know what is going on, 
especially when it intimately con- 
cerns them. . 

Once the nutritionist gets out 
from behind the desk and sits with 
the patient, she will find that it is 
impossible not to talk with him 
in a more friendly manner. It is 
rather difficult to be dictatorial 
or hostile in this kind of seating 
arrangement. Since friends rarely 
talk about food as proteins, car- 
bohydrates, vitamins, but rather 
as “foods which I like” or “foods 
which are good”, it becomes easier 
to discuss food in words that pa- 
tients really understand and ap- 
ply to their own problem. 


EFFECTING THE CHANGE-OVER 


When we began this experiment 
at the Morton Clinic, we were 
not sure that we would want to 
continue it permanently. Conse- 
quently we made the change-over 
as inexpensively as possible. The 
coffee table was a gift; washed and 
polished, it looks very well. For 
easy chairs, the hospital storerooms 
were searched and we found a 
wing chair and two captain’s 
chairs. Cleaned, polished and fit- 
ted with colorful cushions made 
by the housekeeping department, 
these chairs adequately create an 
atmosphere of ease and comfort. 

We have no windows, so drapes 
were not a problem. Two filing 
cases for 3 by 5 cards were neces- 
sary; and two clipboards were 
purchased for taking notes during 
the diet instruction. Bookcases 
were the major expense. 

The system has been in effect 
now for several months. There 
was a certain amount of quiet 
skepticism when the experiment 
was first undertaken. The question 
we heard most frequently was, ‘“‘Is 
it more functional?” From patients’ 


comments alone, we believe the- 


new office has come up to expecta- 
tions. It is surprising how patients 
who had been in the office before 
we changed it came in and said, 
“Oh, you’ve changed your Office all 
around. I like this.” 
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Voluntary return visits have in- 
creased in the. past few months, 
and many patients who’ are not 
actually sent to the food clinic drop 
in to talk over some food problem 
or ask questions about diets. 
Whether it is curiosity or the in- 
viting look of comfortable sur- 
roundings that brings them in is, 
of. course, unimportant. 

What is important is that we 
feel we have improved hospital- 
patient relations and have provided 
a setting that makes diet instruc- 
tion more effective. As one of our 
medical social workers said: “This 


is really relaxing and comfortable! 


I believe that in these surroundings 


a patient would feel that ‘we (the 
dietitian and I) are working out 
my diet together’; getting rid of 


‘the desk-barrier fosters this feel- 


ing. I have noticed that since this 
change patients are not reluctant 
to see you. In fact I am expecting 
that sooner or later one of them 
who has been in your office will be 
hinting. that I discard my desk, 
too.” 
REFERENCES 


1. The New Yorker, March 2, 1957, p. 25. 
2. Chicago Tribune, Financial Section, 
April 7, 1957. 


NOTES AND COMMENT 


Salad, entree recipes included 
in East, fall cycle menus 


Recipes for two popular menu 
items at St. Luke’s Hospital, New 
York City—mixed greens with 
fruit—and baked stuffed Canadi- 
an bacon—are presented. below 
through the courtesy of E. Alliene 
Mosso, director of dietetics at the 
hospital. Miss.Mosso has included 
the mixed greens salad with fruit 
on Friday’s menu on her second 
week -fall cycle menu, page 75. 
Baked stuffed Canadian bacon is 
included as Tuesday’s entree on 
page 76. 

The recipes are as follows: 


MIXED GREENS WITH FRUIT 
(150 servings) 


1-11'/, Ibs. chicory 
1-1'/. Ibs. escarole 
1-114. Ibs. romaine 
12 oranges 

12 tomatoes 

6 avocados 


1. Prepare greens and fruits and 
toss together. 

2. Add French dressing a short 
while before serving. 3 


BAKED STUFFED CANADIAN BACON 
(125 servings) é 


24-28 ibs. Canadian bacon 
3 ¢. brown sugar 

2 «. pineapple juice 

1 water 

4 tsp. dry mustard 


1. Cut bacon into slices of 1% 
oz. each. 

2. Place slices on sheet pan. 

3. Mix a moist dressing and put 
one No. 16 scoop on each slice. 

4. Cover with another 1% oz. 
slice of bacon. 

5. Boil brown sugar, pineapple 
juice, water and dry mustard to- 
gether. 

6. Pour sauce over meat. 

7. Bake at 300°F. for 2 hours, 
basting often. 


Large supply of turkeys 
available first week of August 


The National Turkey Federation 
reports that a good supply _ of 
heavy young hen and young tom 
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turkeys will be available for in- 
stitutional use the first week of 
August. : 

According to the federation, tur- 
key ordinarily moves out of stor- 
age in June at the rate of 40 
million pounds, and = 35 million 


pounds in July, to join new tur- 


keys coming to market at that time 
for the midsummer demand. This 
demand continues to rise each 
year as more people become aware 
that turkey is an excellent hot 
season meat—highest in protein 
and low in calories. Recent studies 
at Cornell University show that 
turkey leads all other popular 
poultry and meats in protein and 
is among the lowest in calorie con- 


tent, thereby making turkey a 
popular selection for low calorie, 
summertime meals. 


Dietitians, interns write 
diet prescriptions together 


To insure more palatable meals 
for patients, dietitians at St. Jo- 
seph Hospital, St. Paul, now plan 
diet prescriptions with medical in- 
terns after scheduled dinner meet- 
ings at the hospital. Mrs. Phyllis 
Osborne, instructor in nutrition for 
the College of St. Catherine and the 
hospital’s department of nursing, 
reports that after dinner, the dieti- 
tians give the interns a quick run- 


down of their problems in trans- 


lating dietary prescriptions intu 
actual foods. These dinner-lecture 
meetings have eliminated such di- 
etary prescriptions as carbohy- 
drate, 90 gm.; protein, 80 gm. and 
fat, 150 gm, which could only 
result in unpalatable meals for 
patients. 

At the institute for hospital di- 
etitians preceding the recent Cath- 
olic Hospital Association meeting 
in Cleveland, Mrs. Osborne also 
reported that the dietitians inter- 
view patients before planning new 
diets so that the diets planned will 
approximate the patient’s former 
eating habits and will be within 
the patients dietary budget allow- 
ance. 


Fall Cycle Menu. 
for the East 


HE 21-pay selective fall cycle 

menu and market orders for 
perishables are designed for hos- 
pitals in the East. These menus, 
‘which are to be used during Sep- 
tember, October and November, 
feature foods popular in the east- 
ern section of the United States. 


The menus in this issue are the. 


third in a four-part series of fall 
cycle menus published in_ this 
Journal. Fall cycle ‘menus for 
the Midwest and South-Southwest 
were included in the July 1 and 
16 issues of HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL ASSO- 
CIATION. The fall menus for hos- 
pitals in the North-Northwest. will 
be published in the August 16 
issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 


erate to low cost food budget was. 


used. 3 
This cycle menu features a 
choice of entree, vegetable, salad 
and ‘dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 
Since one of the choices offered 
is designed for use on modified 
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diets, these menus can be used 
for both normal and modified diets. 
The letter (F) following certain 


items on the menu indicates that 


this item is to be served on the 
full or normal diets, while -those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full 
and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 


The summer cycle menus, for use 
during August, were published in the 
April and May 1957 issues of this 
Journal. The Midwest and South-South- 
west cycle menus were included in the 
April 1 and 16 issues, respectively. The 
May I and 16 issues featured summer 
menus for the East and North-North- 
west, respectively. 3 


be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served on sodium restrictive or fat 
restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar or sub- 
stitute the water-packed variety 
for the diabetics. 

The market order for perish- 
ables, which accompanies each 


week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 


‘menu. The amounts are computed 


on the basis of serving 100 pa- 
tient and personnel meals. at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned fish, canned 
fruits and fruit juices,:dried fruits 
and vegetables, jellies, cake and 
pudding mixes, pickles, canned 
soups and canned vegetables. 

This list of supplies was pub- 
lished on page 73 of the January 
1 issue of this Journal. The stand- 
ard is also available upon request 
from the Association, 18 E. Di- 
vision St., Chicago 10, IIl. 
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Ist WEEK EAST SELECTIVE FALL CYCLE MENU—prepared by E. Alliene Mosso, director of dietetics, St. Luke's Hospital, New York City 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


breakfast 


noon 


night 


monday 


Orange Juice 
or Grapefuit Half 
Farina or Shredded 
Wheat Cereal 
Soft Cooked Egg 


Cream of Spinach Soup 

Baked Ham-Fresh Orange Sauce (F) or Omelet- Parsley (S) 
Mashed Sweet Potato (FS 

Frozen Broccoli (F) or Puree Carrots (S) 

Assorted Relish Bowl or Jellied Cranberry Salad 


- Pineapple Upside-down Cake (F) or Whole Peeled Apricots (S} 


Beef Broth 

Baked Meat Loaf-Gravy (FS) or Seafood Newburg on Toast 
Baked Potato (FS) 

Grilled Tomato Slice (F) or Puree Green Beans (S) 

Spanish Cole Slaw or Cinnamon Apple Salad 

Tapioca Pudding (S) or Watermelon (F) 


Orange Juice 

or Stewed Prunes 
Wheat Farina 

or Corn Flakes 
Soft Cocked Egg 


Oxtail Soup 


London Broil au Jus (FS) or Cold Plate: Potato Salad, Liverwurst, Tomato | 


Aspic 
Whipped Potato (FS) 
Buttered Brussel Sprouts @r Mashed Squash (FS) 
Green Vegetable Salad or Pear-Mint Jelly Salad 
Baked Custard (S) or Fruit Cup (F) 


Cream of Okra Soup 

Baked Chicken (FS) Celery Seed Dressing—Gravy (F) 
or Grilled Cheese Sandwich—Pickle 

Parslied Potato (FS) 

Buttered Peas (FS) or Wax Beans 

Chef Salad or Pineapple-Olive Salad 

Blueberry Cobbler or Sliced Peaches 


Orange Juice 
or Applesauce 


Oatmeal or Ready-to- 


Eat Rice Cereal 
Baked Waffles, 
Syrup |F 
Soft Cooked Egg 


Vegetable Soup 


- Roast Veal, Gravy (FS) or Spaghetti with Meat Sauce 


Spaghetti (FS 

Mixed Vegetables (F) er Pureed Spinach, Egg Garnish |S, 
Chopped Chicory Salad or Cottage Cheese-Chive Salad 
Strawberry Ice Cream (FS) or Melon Wedge 


Cream of Pea Soup 

Baked Shoulder Lamb Chop (FS) or Beef Stew—Pastry Topping 
Mashed Potato (FS) 

Buttered Cauliflower (F) or Pureed Peas (S) 

Lettuce Wedge-Russian Dressing or Apricot-Peanut Butter Salad 
Sponge Cake (FS) or Fresh Plums 


Orange Juice 
or Sliced Banana 

‘Farina or Ready-to- 
Eat Malt Flake 
Cereal 

Soft Cooked Egg 


Cream of Mushroom Soup 

Hot Sliced Turkey, Giblet Gravy (FS’ or Escalloped Ham and Potato 
Baked Potato (FS) 

Braised Celery or Whole Beets (FS) 

Raw Vegetable Salad or Mandarian Orange Salad 

White Cake Square—Caramel Icing (FS) or Half Grapefruit 


Consomme Alexandria 

Roast Top Round of Beef au Jus (FS) or Meat Croquette, Savory Sauce 
Franconia Potato (F) 

Corn on the Cob (F) or Asparagus Spears (S) 

Garden Slaw—Oil “<p Vinegar Dressing @r Peach-Raspberry Salad 
Apple Pan Dowdy (F) or Pear Halves (5) 


friday | thursday | wednesday | tuesday 


Tomato Juice 

or Sliced Orange 
Oatmeal 

or Corn Flakes 
Bran Muffin (F) 
Soft Cooked Egg 


Cream of Celery Soup 
Broiled Fillet of Haddock, Tartar Sauce (FS 
or Creamed Chicken on Hot Biscuit 
Mashed Potato (FS. 
Brussel Sprouts (F) or Carrot Puree (S) 
Head Lettuce Salad @r Banana-Strawberry Salad 
Orange Sherbet (FS) or Watermelon 


New England Clam Chowder 

Roast Leg Lamb, Mint Sauce (FS) or Baked Salmon prehe e 
Cream Pea Sauce 

Buttered Potato (FS) 

Stewed Tomatoes (F) or Pureed Wax Beans (S) 

Tossed Salad or Kadota Fig Salad—Maraschino Cherry Dressing 

Chocolate Fudge Cake (F) or Whole Peeled Apricots (S) 


Orange Juice 


Cream of Potato Soup 


French Onion Soup 


Breaded Veal Cutlet (F) or Baked Cheese Souffle (S. 


PLEASE CUT OUT ALONG THIS LINE 
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> or Apple Juice Beef Pattie, Roll, Relish (FS) 
mo Hominy Grits or Fresh Fruit Salad—Peanut Butter on Raisin Bread (F. _ Mashed Potato (FS) 
a or Ready-to-Eat French Fried Potato (F Baby Lima Beans or Chopped Spinach (FS. 
So Wheat Flake Broccoli with Lemon or Buttered Whole Beets (FS) Lettuce Wedge or Jellied Vegetable Salad 
“ Cereal Tossed Greens with Grapefruit Sections or Stuffed Celery Sticks Brownie Square (F) or Applesauce (‘S 
Sott Cooked Egg Banana Cream Pudding ‘FS) or Royal Anne Cherries 
| Grapefruit Juice Fruit Punch Cream of Vegetable Soup 
S | or Melon Slice Broiled Chicken, Parsley (FS) or Creamed Eggs on Toast Points Pot Roast of Beef, Gravy (FS) or Cream Cheese, Jelly Sandwich 
¥ Farina or Puffed Baked Potato (FS) Paprika Potato (FS) 
> Wheat Cereal Mexican Corn or Cut Green Beans (FS) Escalloped Eggplant or Buttered Peas (FS) 
ws Scrambled Egg Lettuce and Tomato Salad or Fruit Salad Vegetable Salad Bow! or Sliced Egg Salad ) 
Vanilla Ice Cream withWafers (FS) or Seedless Grapes Red Gelatin Cubes, Whipped Topping (FS) or Pineapple Tidbits ) 
(F)—Full! Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
BEEF POULTRY Onions, Green Bunch 1 doz. 
E Ground Beef U.S. Good, 5 Ibs. Pkg 30 tbs. 150 Fowl (Eviscerated) Grade A, 5 lb. av. 20 Ibs. Parsley Bunch 1 doz. ' 
— Round (Bottom) U. S. Good 30 Ibs. 90 Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. 100 Potatoes, Sweet Hamper 50 Ibs. 
a Round (Top, Boneless) U. S. Choice 30 Ibs. 90 Fryers (Eviscerated) Grade A, 2! lb. av. 130 tbs. 200 | Potatoes, White Bag No. | 300 Ibs. 
| 
Steak, Flank U. S. Choice,  Radishes Bunch doz. 
& 5 each 30 tbs. 90 | Tomatoes Repacked (5x6) 60 Ibs. 
OStew U. S. Good 5 ibs. 25 | Apples Jonathan, 113s 1 box 
= | Bananas Ripe 60 Ibs. | 
Grapefruit Seedless, 70s box 140 Blueberries Dry, 8 Ib. can 24 Ibs. 
2 Chops, Shoulder U.S. Good, 5 oz. each 30 Ibs. 90 | Grapes Seedless, 28 Ib. box 1 box | Grapefruit Juice Con., 32 oz. can 6cons 192 : 
2 | Leg (B.R.T. U.S. Choice, _ Lemons 1 doz. — Orange Juice Con., 32 oz. can 12 cans 384 : 
yearling 30 Ibs. 90 Melon, Honeydew Crate, 9s 2 crates 
PORK | | 
Plums, Red Basket (4x5) 1 basket Asparagus Spears, 2% Ib. pkg. 2% Ibs. 15 
v ee _ Watermelon 30-35 Ib. av. 60 Ibs. Beans, Green Cuts, 2% Ib. pkg. 17% Ibs. 105 ; 
S | Wonctess oan Beans, Lima Small, green : 
+ Ham (Pullman) Ready-to-eat 30 Ibs. 90 FRESH VEGETABLES ib Ibs. 15 ; 
| liverwurst Cabbage | Bag 50 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 2% Ibs. 15 ; 
| VEAL Carrots Topped, bag 50 Ibs. Broccoli Stems and buds 
Cutlets U.S. Good, 4 oz. each 20 tbs. 80 Celery Pascal, 30s | crate | Ib. pkg. S ibs. 30 
@ | Leg (B.R.T U. S. Good 30 Ibs.. 90 Chicory Bunch 1 doz. | Brussel Sprouts 2% Ib. pkg. S\ibs. 30 ; 
Corn on the Cob Bag, 50s 1 bag | Cauliflower Buds, 2’ Ib. pkg. 15 lbs. 90 a 
| FISH Cucumbers 1 doz. Ib. pkg. 30 Ibs. 180 
-= Haddock Fillets, skinless 20 Ibs. 80 | Eggplant 6 only Spinach Chopped, 2% Ib. pkg 17% Ibs. 105 : 
Lobster Meat Canned, frozen 2 Ibs. | Lettuce Head, 48s 2 crates _ Squash, Winter 3 Ib. pkg. 15 Ibs. 90 ; 
Shrimp 26-28—1 Ib. 3 tbs. | Onions, Dry Yellow, bag 50 Ibs. Vegetables, Mixed 21% Ib. pkg. 15 lbs. 90 : 
| | 
' 
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2nd WEEK EAST SELECTIVE FALL CYCLE MENU—propored by E. Alliene Mosso, director of dietetics, St. Luke’s Hospital, New York —_ 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


breakfast 


noon 


night 


Orange Juice 
or Stewed Fruit 
Compote 
Oatmeal or Ready-to- 
Eat Rice Cereal 
Soft Cooked Egg 


Cream of Carrot Soup 
Baked Shoulder Lamb Chops, Mint nt Jelly (FS) 
or Stuffed Pepper-Tomato Sauce 
Mashed Potato (FS) 
Buttered Cauliflower (F) or Pureed Beets (S) ; 
Head Lettuce—Bleu Cheese Dressing or Grated Carrot in Orange Juice 
Gingerbread—Lemon Sauce (F) or Sliced Peaches in Syrup (S) 


Bouillon—Saltines 
Braised Liver, Gravy (FS) or Swiss Steak 
Au Gratin Potato (FS) 
Steamed Kale with Bacon @r Baked Acorn Squash (FS) 

Chopped Escarole or Banana, Orange, Grapefruit Salad 
Cream Puff (FS) or Baked Apple 


Orange Juice 
or Grapefruit 
Half—Cherry 
Farina or Ready-to- 
Eat Malt Flake 
Cereal 
Soft Cooked Egg 
Pancakes with Syrup (F) 


Cream Pea Soup. 
Hot Roast Beef Sandwich, Mushroom Gravy (FS) 
or Jellied Veal Loaf, Gherkin 
Baked Potato (FS) 
Mixed Vegetables or Julienne Green Beans (FS) 
Mixed Salad Greens—Oil and Vinegar Dressing or Molded Bing Cherry Salad 


Floating Island (FS) or Fruit Cup 


Claret Consomme 
Roast Turkey, Gravy (FS) or Broiled Frankfurter—Chili Sauce 
Mashed Potato (FS) 
Buttered Shredded Cabbage or Diced Carrots (FS) 


Lettuce Wedge—Russian Dressing or Peas, Cheese and Pickle Salad 


Orange Chiffon Cake (FS) or Fresh Pear 


Orange Juice 
or Frozen Peaches 
Rolled Wheat Cereal 
or Corn Flakes 
Soft Cooked Egg 


Old Fashioned Vegetable Soup 

Broiled Lamb Pattie (FS) or Western Omelet 

Parslied Potato (FS) 

Whole Kernel Corn or Chopped Spinach—Lemon (FS) 
Romaine-Grapefruit Salad or Waldorf Salad 
Raspberry Revel Ice Cream (FS) or Fresh Grapes 


Cream of Celery Soup 


Baked Chicken, Gravy (FS) or Melon Half with Fruit Salad, Prune Bread |F) 


Diced Potato (FS) 
Stewed Tomato with Okra or Mashed Squash (FS) 

Tossed Vegetable Salad or Pear Salad with Gelatin Cubes 
Oatmeal Cookies or Whole Peeled Apricots (FS) 


Orange Juice 
or Applesauce 
Farina @r Ready-to- 
Eat Malt Flake 
Cereal 
Soft Cooked Egg 


Cream of Chicken Soup 

Meat Loaf (FS) Gravy (F) or Spiced Pot Roast Veal 

Hash Brown Potato (F) 

Broccoli with Lemon Butter or Julienne Carrots (FS) 
Cabbage and Green Pepper Salad or Apricot-Raisin Salad 
Cup Cake (FS) or Watermelon , 


Alphabet Soup 
Roast Top Round of Beef au Jus (FS) or Waffles, Hot ial 
Whipped Potato (FS) 
Braised Celery or Buttered String Beans (FS) 

Tomato and Lettuce Salad or Cottage Cheese Salad 
Prune Whip (FS) or Fresh Peach | 


Orange Juice 
or Banana 
Cornmeal or Puffed 
Wheat Cereal 
Soft Cooked Egg 


Fish Chowder 

Baked Cod Fillet (FS)—Tartar Sauce or Sliced Cold Lamb—Pickle Relish 
Escalloped Potato (FS) 

Brussel Sprouts or Sliced Beets (FS) 

Relish Bow! or Mixed Greens with Fruit Salad 

Chocolate Ice Cream (FS) or Melon Slice 


Cream of Squash Soup 


Broiled Swordfish Steaks—Lemon Butter (FS) or Swedish Meat Balls 


Boiled Potato (FS) 
Broiled Tomato Slice or Buttered Spinach (FS) 
Head Lettuce Salad or Peach-Cheese Ball Salad 


Cherry Cobbler or Applesauce 


| saturday | friday | thursday "wednesday | tuesday | monday 


Orange Juice 

or Stewed Prunes 
Farina 

or Shredded 

Wheat Cereal 
Soft Cooked Egg 


Cream of Potato Soup 

Baked Chicken (FS) or Macaroni Surprise 
Whipped Potato (FS) 

Mixed Vegetable or Baked Zucchini (FS) 
Chef's Salad @¢ Combination Fruit Salad 
Pound Cake or Baked Pear (FS) 


Blended Vegetable Juice 
Roast Sirloin of Beef au Jus (FS) er Tuna Fish Salad Sandwich 
Buttered Noodles (FS) 
Cauliflower au Gratin or Buttered Peas (FS 
Shredded Lettuce—1000 Island ‘Dressing 
or Grapefruit Swirl with Ripe Olive 
Jelly Roll (FS’ or Sliced Pineapple in Syrup 


Tomato Juice 
or Orange 
Oatmeal or Puffed 
Rice Cereal 
Blueberry Muffin 
Soft Cooked Egg 


Beef Barley Soup 

Roast Lamb, Gravy (FS) or Grilled Ham Steak 

Mashed Sweet Potato (FS) 

Corn on the Cob er Cut Green Beans (FS) 

Lettuce Wedge-Pimento Garnish or Ribbon Mold Salad 
Vanilla Ice Cream—Apricot Sauce (FS) or Fresh Fruit Cup 


(F)—Full Diet 


(S)—Soft Diet 


Item, Specifications, Amounts & No. of Servings 


(FS)}—Full and Soft Diet 


Cream of Mushroom Soup 
Hot Turkey Sandwich—Bun and Gravy (FS! or Spanish Rice 
Buttered Potato (FS) 
Asparagus Spears or Baby Lima Beans (FS 

Tossed Green Salad or Pear-Cottage Cheese Ball 


Spice Cake (F) or Sliced Banana ‘S) 


Item, Specifications, Amounts & No. of Servings 


— 


Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings 


—_ | BEEF POULTRY “Potatoes, White Bag No. | 300 Ibs. 
3 Butt, Bottom (B.R.T.) U. S. Good 30 Ibs. 90 Turkeys (Eviscerated) A, Bunch 1 doz. 
24 Ib. av. quash, Acorn 30 Ibs. = 90 
Frenktorters Fryers (Eviscerated) Grade A, 2% Ib. av. 130 Ibs. 200 Squash, Zucchinni 20 Ibs. 80 
5 | ound Beef U.S. 7 | FRESH FRUITS Tomatoes Repacked (5x6) 60 Ibs. 
& | liver Steet, om | Apples Jonathan, 113s 1 box | FROZEN FRUITS. 
$ | Roast, Sirloin (B.R.T.) U.S. Choice 30 Ibs. 90 | Bananas Ripe 60 Ibs. Cherries 8 Ib. can, sour, pitted 24 Ibs. 
=a | Round (Top, Boneless) U. S. Choice 30 Ibs. 90 Cantaloupe Crate, 45s 1 crate Orange Juice Con., 32 oz. can 12 cans 
£ | Steak, Swiss U.S. Good, 4 0z. each 10 tbs. 40 | Grapefruit Seedless, 70s IT crate |' | Peaches Sliced, 8 Ib. can, 
= | Grapes Seediess, 28 Ib. box 28 Ibs. 5—1 sugar 8 Ibs. 
LAMB | Melon, Honeydew _— Crate, 9s lcrate | FROZEN VEGETABLES 
S | Chops, Shoulder U.S. Good, 5 oz. each 35 Ibs. 105 | Oranges 76s | crate | Asparagus Spears, 2% Ib. pkg. 21 Ibs. 15 
| Peaches Flat (60s) 1 flat 
Ground, Shoulder Good 25 tbs. 100 30-35 Ib. av. | 30 Ibs | 2" 180 
Leg (B.R.T.) U.S. Choice, yearling 40 Ibs. 120 FRESH VEG@ETABLES | 
> PORK Cabbage Bag '50 Ibs. | 2% Ib. pkg. 15 Ibs. 90 
<< = Ham, (Pullman) Ready-to-eat 10 Ibs. 30 | Carrots Topped, bag 50: Ibs. Broccoli Stems and buds, : 
Celery Pascal, 30s crate | 2% Ib. pkg. 24 Ibs. 
| Corn on the Cob" Bag, 50s 1 bag Brussel Sprouts 2% Ib. pkg. 2% Ibs. 15 
S Leg (B.R.T.) U. S. Good 10 tbs. 30 | Endive Curly 6 heads | Cauliflower Buds, 2% Ib. pkg. 17% Ibs. 105 
> Shoulder (Boneless) U.S. Good 25 | Lettuce Head, 48s 2 crates Kale Ib. pkg. lbs. 15 
Onions, Dry Yellow, bag 50 Ibs. | Peas 2% Ib. pkg. 15 lbs. 90 
= | FISH Onions, Green Bunch 1.doz. Spinach- Chopped, Ib. pkg. 30 Ibs. 180 
Cod Fillets, Canadian 20 Ibs. parstey Bunch 1 doz. Squash, Winter 3 Ib. pkg. 15 Ibs. 90 
Swordfish Steaks, 5 oz. each 30 Ibs. 90 Peppers, Green Medium-size 2 doz. | Vegetables, Mixed 2'% Ib. pkg. 5 ibs. 30 
75 
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3rd WEEK EAST SELECTIVE FALL CYCLE MENU—prepared by E. Alliene Mosso, director of dietetics, St. Luke’s Hospital, New York City 


* a (MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 
' 
< breakfast noon night 
| Orange Juice Cream of Asparagus Soup Lentil Soup ~ 
\ = or Stewed Pears Roast Veal, Gravy (FS) or Country Fried Steak Chicken Fricassee (FS) or Swiss Cheese Sandwich on Rye Bread, Pickle ,- 
3 Cornmeal or Ready-to- | French Fried Potato (F) Mashed Potato (FS) ° 
7 = Eat Malt Flake Escalloped Tomatoes or Buttered Peas (FS) Patty Pan Squash or Sliced Beets (FS) - 
| e Cereal Raw Vegetable Salad @r Cinnamon Apple Ring Salad Shredded Lettuce @r Macaroni Salad : 
Soft Cooked Egg Rhubarb-Strawberry Cobbler (F) or Whole Peeled Apricots (S) Bread Pudding (FS) or Fresh Grapes : 
= 
Orange Juice Scotch Broth Cream of Vegetable Soup r 
. a or Bonona Broiled Hamburger, Roll (FS) or Stuffed Canadian Bacon Roast Leg of Lamb (FS) or Beef Stew-Hot Biscuit , 
7 o Farina or Parslied Potato (FS) baked Idaho Potato (FS) 
es Shredded Whole Succotash (F) or Pureed Spinach (S) Mashed Rutabagas or Julienne Green Beans (FS) ' 
4 Wheat Biscuits Tomato Parsley Salad @r Apricot-Peanut Butter Salad Chef's Salad or Blushing Pear Salad : 
| - French Toast Vanilla Pudding-Peach Slices (FS) or Royal Anne Cherries White Cake—Chocolate Icing (FS) er Cantaloupe : 
Soft Cooked Egg 
| Orange Juice Cream of Pea Soup Turkey Noodle Soup 
7 =} or Apricot Nectar Baked Yearling Liver (FS}—Onion Gravy Roast Top Round of Beef au Jus (FS) or Grilled Sausage Links : 
= ¥ Oatmeal or Chicken ala King—Toast Points Mashed Potato (FS) : 
| 4 or Ready-to-Eat Baked Potato (FS) Broiled Tomato @r Mashed Squash (FS) 
a i — | Cereal Brussel Sprouts @r Parslied Carrot Rings (FS) Tossed Green Salad or Pineapple Slice with Chunks of Roquefort Cheese : 
7 > Soft Cogked Egg Shredded Escarole er Cottage Cheese Salad Nesselrode Pie (F) or Applesauce (S) : 
7 Lemon Sherbet (FS) or Fresh Grapes 
' 
| Orange Juice Philadelphia Pepper Pot Soup Cream of Spinach Soup - 
> or Grapefruit Half Baked Shoulder Lamb Chop (FS) or Ravioli with Tomato Sauce " Half of Broiled Chicken—Parsley (FS) @r Egg Salad Sandwich ; 
Farina Mashed Potato (FS) Steamed Potato (FS) 
= or Ready-to-Eat Kernel Corn or Cut Green Beans (FS) Buttered Cauliflower or Whole Beets (FS) : 
| 4 Wheat Flake Asparagus-Pimento Salad or Citrus Swirl Salad © Lettuce and Tomato Salad er Jellied Fruit Salad : 
- Cereal Angel Food Cake (FS) or Pear Halves Caramel Custard (FS) er Frozen Peaches : 
4 Soft Cooked Egg ' Me 
' 
. Pineapple Juice Corn Chowder : Cream of Green Bean Soup = 
) > or Orange Broiled Fillet of Flounder (FS) @r Hot Sliced Turkey Sandwich Creamed Tunafish er Baked Pork Chop (FS) tw 
=} Oatmeal Escalloped Potatoes (FS) Mashed Potato (FS) 
: = or Puffed Rice French Fried Eggplant @r Buttered Wax Beans (FS) Braised Celery er Glazed Carrots (FS) Be 
= — Cereal Mexican Slaw er Devilled Egg Salad Lettuce Wedge or Pear-Grape Salad : © 
| Scrambled Eggs Vanilla Ice Cream (FS) @r Whole Peeled Apricots Creamy Rice Pudding (FS) er Frozen Italian Plums : S 
Orange Juice Chicken Gumbo : Cream of Celery Soup < 
= er Kadota Figs Yankee Pot Roast (FS) or Mushroom Omelet Baked Veal Loaf, Gravy (FS) er Tongue.a la Maryland : 5 
Farina Buttered Noodles (FS) Parslied Potato (FS) 0 
> or Puffed Wheat Silver Onions or Buttered Peas (FS) Cream Style Corn or Spinach—Lemon Butter (FS) . 
S Cereal Beet-Cucumber Salad or Fruit Salad—Marshmallow Tidbits Endive-Romaine Salad er Stuffed Prune Salad ' S 
- Soft Cooked Egg Chocolate Pie (FS) or Ripe Banana Fig Torte or Peach Halves (FS) | es 
Orange Juice Vegetable Soup Cream of Potato Soup a 
> or Grapefruit Roast Chicken, Gravy, Dressing (FS) er Lamb Stew ,Dumpling Cold Sliced Beef (FS) er Cold Sliced Ham 
= Sections Mashed Potato (FS) or Baked Macaroni and Cheese ' 
= Rolled Wheat Cereal Diced Turnips or Buttered Asparagus (FS) Baked Potato (FS) : 
= or Corn Flakes Tomato Wedge Salad or Applesauce-Gingerale Salad Broccoli—Hollandaise Sauce or Buttered Peas (FS) - 
Bacon Curls (F Coffee Ice Cream (FS) or Sliced Pineapple Lettuce Wedge or Potato Salad : 
Soft Cooked Egg ~ Strawberry Chiffon Pie (F) er Pear Halves (S) 
' 
(F)—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
_ Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
BEEF POULTRY Romaine Bunch doz. 
3 | Butt, Bottom (B.R.T.) U.S. Good 90 Ibs 180 Fowl (Eviscerated) Grade A, 5 Ib. av. 80 Ibs. | Squash, Patty Pan 5 Ibs. : 
| Ground Beef U.S. Good, 5 Ib. pkg. 20 tbs. 100 | Fryers (Eviscerated) Grade A, 21b.av. 100 tbs. 100 | Tomatoes Repacked (5x6) 30 Ibs. : 
4 | Liver Steer, sliced 15 lbs. 75 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 20 Ibs. Turnips, White Topped Sibs. 20]! 
Round (Top, Boneless) U. S. Choice 30 Ibs. 90 | Fryers (Eviscerated) Grade A, lb. av. 60 tbs. 100 | Turnips, Yellow | Sibs. 20]! 
& | Steaks, Cubed U. S. Choice, 
| 4 07. each Grapefruit Juice Con., 32 oz. can 6 cans 
Stew U. S. Good Grapefruit Sections 8 Ib. can 1 can 
| Tongue No. | ims Orange Juice Con., 32 oz. can 12 cans- 
Piums, Italian 8 Ib. can, 5—I1 sugar 8 Ibs. 
Rhubarb 8 Ib. can, 5—1 sugar 16 Ib 
Chops, Shoulder U. S$. Good, 5 oz. each 30 Ibs. 90 | Melon, Honeydew Crate, 9s crate : 
| Leg (BRT. U.S. Choice, yearling 25 Ibs. 75 | Oranges 176s 1 crate — — 
| Stew U. Good 5 ibs. 20 FRESH VEGETABLES 
to Cabbage Bag 50 Ibs. FROZEN VEGETABLES : 
PORK Carrots Topped, bag 50 Ibs. Asparagus Cuts, 2% Ib. pkg. 1S ibs. 90] 
© Bacon, Canadian 10 Ibs. 40 Celery - Pascal, 30s crate Beans, Green Cuts, Ib. pkg. 1S tbs. 
| Bacon (Sliced 24-26—1 Ib. 12 tbs. 144 | Cucumbers 1 doz. Beans, Green Julienne, 214 tb. pkg. 15 lbs. 90] 
| Chops, Loin Grade A, 4 oz. each 25 tbs. 100 | Eggplant 3 only Beans, Wax Cuts, 2% Ib. pkg. ibs. 90] 
= | Ham, (Pullman) Ready-to-eat 10 ths. 40 | Endive Curly 6 heads Broccoli Stems and buds, ‘ 
Sausage Links 12—1 Ib ibs. 20 | Escarole Bunch 6 bunches Ib. pkg. 2% Ibs. 15] 
| VEAL Lettuce Head, 48s 1 crate Sprouts Ib. me 2% Ibs. 15 
Onions, Dry Yellow, bag 50 Ibs. Cauliflower Buds, 242 lb. pkg. 2lbs. 
| Onions, Green Bunch 1 doz. Peas Ib. pkg. 45 tbs. 270] 
| Parsley Bunch 1 doz. Spinach Chopped, 2/4 Ib. pkg. 17/4 Ibs. 105 | 
FISH Potatoes, White Bag No. | 300 Ibs. Squash, Winter 3 Ib. pkg. 15 ibs. 90] | 
| Flounder Fillets 25 Ibs. 100) Radishes Bunch 1 doz. Succotash 2% Ib. pkg. 15 Ibs. 90 
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Spend 3c on postage and we guarantee to show you how you can 
save time, space, personnel, and money on food service. 


Just recently, one well-known hospital saved $9,464 and more 
than paid for the Mobilteria Food Service in the first six months 
of operation (name upon request). 


Mr. W. E. Arnold, administrator of St. Luke’s Hospital in 
Jacksonville, Florida, was pleased to say after installation of 
the Mobilteria Service, “‘...service to the patient is much 
improved. We have realized a considerable saving in food cost 
and have made available to us six rooms used as floor xitchane 
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engineating and 


how the maintenance department serves — 


behind the scenes in patient care 


ty THE PAST, little thought was 
given to the contribution made 
to patient care by hospital person- 
nel other than physicians and 
nurses. It is only recently that the 
patient is being brought into focus 
in the various other areas of hos- 
pital service. 

Today, maintenance of equip- 
ment requires a high degree of 
skill. Gone are the days of “jack 
leg carpenters,” or men of lim- 
ited ability. Our hospitals have 
become highly mechanized and 
the importance of a competent en- 
gineer is becoming more apparent 
with the increasing complexity of 
hospital mechanical systems and 
equipment. Air conditioning sys- 
tems, complex electrical devices, 
boiler plants, and extensive plumb- 
ing installations must be main- 
tained by someone with expert 
knowledge, otherwise the patient 
will be deprived of the constant, 
efficient service essential to his 
prompt recovery. 

It is important to realize, there- 
fore, that although much of the 
work of the department of plant 
operation and plant maintenance 


Helena R. Hughes is assistant adminis- 
trator, St. Joseph Hospital, Lexington, 
Kentucky. Adapted from a paper present- 
ed at the Institute for 
November 1956, Lexington, 
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by HELENA R. HUGHES 


The steady “drip, drip” of a leaky 
faucet ordinarily may be a small an- 
noyance, but it can be exasperating to 
one who is ill and unable to do any- 
thing about it. This and other small— 
and large—aspects of the maintenance 
department’s role in good patient care 
are discussed by the author. 


is behind the scenes, it plays an 
important part in good patient 
care. When everything is going 
well, this contribution to the wel- 
fare of the patient is apt to be 
overlooked or forgotten, still it 
is a fact that the engineering de- 
partment serves every other de- 
partment of the hospital and the 
quality of patient care suffers if 
it fails to function properly. 


EQUIPMENT IS KEYSTONE 


There are many ways in which 
poor maintenance affects the pa- 
tient. Some hospitals may have 
more elaborate equipment than 


‘others, but regardless of quantity 


quality all equipment must be 
kept in top-notch condition if it is 
to serve the patient. Some equip- 
ment is subjected to hard and con- 
stant use, some is seldom used but 
when it is needed the need is 
urgent. 

It is a challenge to the main- 


tenance department to keep all of 
this equipment in running order, 
ready for instant use. The care of 
patients by the doctors and the 
nurses is going to be hampered if 
equipment isn’t ready when it is 
needed. Physical facilities and 


.their maintenance are keystones 


in medical care today. 
Plant operation expenses are ap- 
proximately 7 per cent of the total 


of most hospital budgets. There- 


fore, efficient and economical op- 
eration of the maintenance depart- 
ment can have a decided effect on 
the patient’s bill, which in turn 
can have its effect on the patient’s 
mental attitude and his chances for 
an unharried recovery. 

Recently, hospitals in Kentucky 
were spending from $1.45 to $1.61 
per patient day for plant opera- 
tion expenses. The total operating 
expenses ranged from $20.44 to 
$24.36 per patient day and oper- 
ating income ranged from $24.63 
to $26.15 per patient day. There- 
fore, if for some failure in hos- 


pital procedures a patient’s stay . 


was extended he would have 
higher “out-of-pocket expenses” 
in addition to the time element 
and other inconveniences involved. 

A patient is entitled to be as 
comfortable as possible during his 
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America’s Finest 
Aluminum 
Windows 


No warp, no rot 
Minimum air infiltration 
No painting, no maintenance 


e Finger tip control 


No rattle, stick or swell 


e Guaranteed non-metallic weather stripping 


Also, Double-hung Windows with 
Patented Serrated Guides 


ake - COMPANY Elkhart, Indiana 


County, Savannah, Ga. 
Architect: Abreu & Robeson, Inc., Atlanta, Ga. 
Contractor: The Jordan Company Columbus, Ga. 
Type: Adlake Double Hung Windows. 
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hospitalization. He can expect his 
room to be heated satisfactorily in 
cold weather and well ventilated 
at all times. If there is an air 
conditioning system he will expect 
it to function properly. He will 
expect hot water for his bath. He 
will expect ice water to drink. He 
may not realize it, but he is de- 
pendent on the maintenance de- 
partment for these things and 
many more. 


LITTLE JOBS COUNT 


Little jobs that have been put 
off can be an annoyance as well as 
an inconvenience to the patient— 
little items like: 

1. Exposed steam pipes that may 
contribute to a patient’s discom- 
fort because of excessive heat in 
his room, or burn him if he acci- 
dently comes in contact with their 
unshielded surfaces. 

2. Electric appliances with frayed 
cords or broken plugs that could 
shock him. 

3. Frayed ropes being used on 
traction equipment. (The patient 
could have some uncomfortable 
moments worrying about the pos- 
sibility of the weights plunging 


down on him, especially if the 
weights are suspended above him.) 
4. Electric heating pads with 
defective heating controls. (Bad 
burns have resulted when this 
equipment was not checked. ) 
5. Venetian shades with broken 


cords. 

6. Overbed tables that can’t be 
adjusted. 

7. A bed crank that doesn’t 
crank. 


8. A chair with an adjustable 
back rest that doesn’t adjust. 

9. Burned-out night lights that 
could have revealed that the foot 
stool wasn’t in place. 

10. Rubber tips missing from the 
foot stools, with the resultant tilt- 
ing action. 

11. Rubber tips missing from the 
patient walker, with the resultant 
rasping, grinding sound as the raw 
metal comes in contact with ter- 
razzo. 

12. A steam hammer in the 
heating system. 

All these things, and many more, 
may seem minor until they incon- 
venience the patient. 

Anyone who has had to listen 


to the steady “drip, drip” of a 


Hospitals Nationwid 


Prove the EXTRA VALUES 


Step up to a map, lay a finger 
on almost any spot — and you'll 
be pointing to a hospital whose 
administrator and staff are using 
Maysteel Quality Casework! 
Hospitals throughout the country, 
realizing that Casework is a major 
equipment investment, are proving their 
wisdom in buying MAYSTEEL. 
Obviously superior, in design, functional 
efficiency, low maintenance, easier 
cleaning, easier installation and color 
harmony, Maysteel Casework deserves 
your serious consideration. Talk to the 
staff yourself. We'll be glad to give 
you the names of nearby installations. 


Check MAYSTEEL FIRST for help on your 
new hospital or remodelling plan. 
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NEW MAYSTEEL 
CATALOG 
Covers. new Casework, 
Cabinets, Wardrobes, 
Floor Plans — for every 
working area. Write 

for your copy! 


PROODUCTS 


744 NORTH PLANKINTON A‘/FNUE 
MILWAUKEE 3, WISCONSIN 


leaky faucet or a _ continuously 
flushing toilet can appreciate how 
exasperating these experiences 
can be to one who is ill and who 
can’t do anything about them. Pa- 
tients may begin to speculate as 
to whether or not such annoyances 
could be the result of lack of fore- 
thought on the part of manage- 
ment and maintenance. 

The unpleasant squalling of a 
faulty audible paging system can 
be very annoying to a patient, yet 
a simple adjustment will often 
correct the situation. The installa- 
tion of the new pocket radio-tele- 
phone for staff doctors also cuts 
down on the number of paging 
calls. 


RUMBLING EQUIPMENT 


The squeaking, unoiled wheels 
of a stretcher or wheelchair can 
bother even a well person—and the 
clatter of a wobbly wheel on such 
equipment as it rumbles down a 


corridor hardly affords a feeling of ~ 


security to the patient. 

Then there is the matter of 
laundry chute doors. Strong springs 
make loud noises—as patients in 
nearby rooms have attested. This 
noise could be eliminated by lining 
the inner edges of the doors with 
sponge rubber. 

There are endless complaints 
about banging elevator doors in 
hospitals with old fashioned eleva- 
tors—they could be quieted by em- 
ploying rubber bumpers, using oil 
where it is needed and giving them 
good over-all care. 

‘““A noise like falling tin” is heard 
in too many of our. hospitals, to 
the irritation of patients occupying 
rooms near the nurse’s station. A 
bit of sleuthing might reveal the 
noise of “falling tin” was caused 
by metal chart holders being 
dropped into chart slots. To cor- 
rect this, rubber comes into play. 

Have you ever heard an oxygen 
cylinder clang onto cement from 
the bed of a truck? If you have, 
you know why rubber mats should 
be specified and required during 
this operation. 


There seems to be no permanent | 


cure for the noise of horns, screech- 
ing brakes and roaring motors in 
areas surrounding the hospital ex- 
cept to post signs, ask co-operation 
in having street signs painted to 
indicate hospital zones, and then 
establishing a follow-up routine to 
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see that the reminders are in place 
and freshly painted. 
PATIENT SAFETY 
It is not uncommon to find cas- 
ters on beds in poor condition, or 
to find casters with broken lock- 
ing devices. Without locking de- 
vices a patient could fall to the 
floor when getting out of bed or 
being transferred from the bed to 
a stretcher. Casters in bad con- 
dition can cause tipping of equip- 
ment which in turn may cause 
injury to the patient when least 
expected. 
Equipment failures do _ not 
strengthen a patient’s confidence in 
the competence of those dedicated 
to serve him. The importance of 
prompt repair of mechanical and 
electrical equipment cannot be 
over-emphasized. This repair work 


essential to good patient 


even though the mechanic may 
never see the patient. Failure to 
repair equipment promptly may 
result in the loss of a life—espe- 
cially if the piece of equipment 
happens to be one of a kind in the 
institution. 

Carpenters, plumbers and paint- 
ers can add their share of confu- 
sion and noise if they don’t work 
quietly and quickly. Loud talking 
and the clatter of tools can be very 
disturbing to patients in the sur- 
rounding areas. Accidents can be 
caused also if such temporary em- 


ployees are not told to set up drop 


cloths, ladders and scaffolds with- 
out blocking corridors. Failure to 
complete a job promptly may re- 
sult in tying up beds urgently 
needed for patients waiting to be 
admitted to the hospital. 

Meals are extremely important 
to the patient. They offer him the 
nourishment needed to hasten his 
recovery and add a certain amount 
of diversion and pleasure—if they 
are attractive and well served. 

The dietary department must 
have steam, hot water, electricity 
and gas to accomplish this. The 
ranges, the steam kettles, the mix- 
ers, and all the other equipment 
must be in working order to meet 
time schedules. Failure to main- 
tain proper refrigeration of food 
may cause spoilage. 7 

Meeting time schedules _ also 
means the dumb waiters, convey- 
ors and elevators used to trans- 
port the food must operate prop- 
erly. Improper leveling of an 
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Pre- 
Operative 
Care 


automatic door controls 


When doors to operating, anesthetic and 
sterilizing rooms open and close automatically, 
doctors and nurses pass through without 

danger of contamination. No hands need touch 
doors operated by Stanley Magic Door Controls! 
Stanley’s “tiptoe-operated”’ Explosion-Proof 
Wall Switch (or floor button) is ideal for 
performing this service. 


Post-operative care also gets an assist from other 
Magic Door Controls that automatically open 
and close doors for personnel carrying | 
infants or moving patients on stretchers, 

and for recuperating patients moving 

about in wheel chairs. 


Write for free literature to Magic Door Sales, 
Stanley Hardware, Division of The Stanley Works, 
Dept. H, 1065 Lake St., New Britain, Conn. 
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elevator may have a drastic effect 
on the appearance of a tray. 

An ample supply of fresh, clean 
linen impresses a patient. He can 
be very uncomfortable if it is lack- 
ing. There must be no breakdown 
in the laundry service if the pa- 
tient is to be kept comfortable. 
The laundry must have steam, hot 
water and electricity in large quan- 
tities. Its washers, extractors, tum- 
blers, flatwork ironers, presses and 
other units must be in good oper- 
ating condition. These, too, are re- 
sponsibilities of the maintenance 
department. 

The maintenance department 
must provide a dependable supply 
of steam or electric:ty or operate 
the sterilizers for instruments and 
supplies used in operations, deliv- 
eries, treatments, examinations, 
etc. It also must provide the supply 
of electricity. 


FIRE AND DISASTER PLANS 


The patient has a right to be 
protected not only against ordinary 
hazards but also against the more 
terrifving danger of fire. He will 
be reassured if he knows he is in 
an institution with a well devel- 
oped fire program. He will be 
given a sense of security if he sees 
a certificate of cooperation from 
local and state authorities. 

The patient may be apprehensive 
because he read of an anesthetic 
explosion in an operating room, or 
in a delivery .room. Such explo- 
sions usually result in the death of 


the patient, and frequently some 


of the attending personnel. They 


are all the more terrifying because 
they are so unnecessary. Helping 
to eliminate static explosions is 
another responsibility of the main- 
tenance department. 

There is also the contribution 
of the maintenance department to 
disaster planning—planning which 
is becoming more and more essen- 
tial in providing for the over-all 
care of the patient. 

The patient may not think of 
these contributions which the 
maintenance department makes to 
his welfare, either directly or in- 
directly, and it is possible that he 
may not ever give a thought to 
the maintenance department if 
everything operates satisfactorily. 
However, it would be practically 
impossible for the doctors and 
nurses to care for their patients 
without the maintenance depart- 
ment’s support. | 

ENGINEER’S DUTIES 

The engineer should be capable 


of conducting his department so it 


will assist in building good will 
for his hospital. He should realize 
that his conduct in the direction 
of the maintenance function can 
be of real service in furthering the 
reputation of the hospital with 
which he is associated. 

‘He should keep costs low but 
onlv as low as is consistent with 
good maintenance needs and due 


consideration for the patient’s wel- 


fare. 


NOTES AND 


Suggested methods for 
maintaining conductive floors 
Tests have shown that certain 
types of floors used for anesthe- 
tizing areas in hospitals”~tend to 
lose their conductivity after three 
to five years. In an effort to re- 
store the conductivity of these 
floors many methods of treatment 
have been tried. It is always wise 
to check with the manufacturer of 
the flooring before trying any new 
method. Some success has been 
achieved in treating the following 
types of floors by the methods out- 
lined: 
Oxychloride or 
The procedure for 


magnacite floors—— 
these types 
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makes use of a solution of anhy- 


drous magnesium chloride and 
treatment. is carried out in five 
steps: 


1. Prepare a solution .of one 


part anhydrous magnesium chlo-. 


ride in three parts denatured al- 
cohol. 

2. Scrub the floor thoroughly 
with a weak alkaline detergent 
and rinse well. 

3. Apply magnesium chloride 
solution liberally and allow to re- 
main on the floor from 12 to 20 
hours. 

4. Mop floor with clear water 
to remove any residue and dry 
with dry mop. 


5. Test after one week. If re- 
sistance is not within recommend- 
ed limits, repeat steps 3 and 4. 

Conductive terrazzo floors—The 
treatment for this type floor makes 
use of a calcium chloride solution. 
To remove all wax and other for- 
eign substances which may have 
been tracked into the area it is 
recommended .that-the floor be 
ground down about 1/16 inch and 
allowed to dry about two weeks 
before treatment. : 

The treatment consists of the 
application of a solution of 0.6 
ounces of calcium chloride in 3.5 
ounces of water per square foot 
of floor space. After one month, 
the floor should be tested and an 
additional application made if indi- . 


cated. 


It must be remembered that the | 
above methods for restoring con- 
ductivity of floors are temporary 
measures only. Floors treated by 
such methods may lose their con- 
ductivity overnight. Frequent tests 
should be made. This will make it 
necessary for the hospital to pur- 
chase the required testing equip- 
ment. 

The floors should be replaced or 
re-covered with a more permanent 
type of conductive flooring as soon 
as. possible—Hospital Notes, Geor- 
gia Department of Public Health. ® 


Maintenance book available 


A report of the conference pro- 
ceedings held annually in conjunc- 
tion with the Plant Maintenance 
and Engineering Show, ‘“Tech- 
niques of Plant Maintenance and > 
Engineering—1957,” this year in- 
cludes 29 papers presented by 
discussion leaders. In addition, the 
report on the discussions has 890 
specific problems presented in the 
form of questions and answers. 

Subjects covered include chang- 
ing requirements for maintenance, 
preventive maintenance, mainte- 
nance cost controls, maintenance 
shops, maintenance of equipment 
standards, organization, yardsticks 
by which to measure maintenance 
effectiveness, training maintenance 
and engineering personnel, getting 
maintenance people to work as a 
team, sanitation, and planning and 
scheduling. 

The book, which contains 273 
pages, is available for $10 from 
Clapp & Poliak, Inc., 341 Madison 
Ave., New York 17, N.Y. bd 
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Used iin Tokyo, as it is everywhere, 


Pentothal alone among intravenous anesthetics brings 


youa record of more than 2O years’ world-wide use 


More than 2500 published reports confirm the many advantages that keep 
Pentothal Sodium an agent of choice in intravenous anesthesia. Among these 


advantages: quick response, moment-to-moment control, smooth induction, 


swift recovery. No other intravenous anes- 
thetic agent has proved itself more thoroughly. ott 


PENTOTHAL Sodium 


(Thiopental Sodium for Injection, Abbott) 


no pain... 
no memory... 


no nightmare of fear 


in pediatric anesthesia 


With Rectal Pentothal, children go to sleep in the comfort of 
their.own room, awaken there afterward as from a dreamless, 
natural sleep. Thus, there is neither preoperative apprehension nor 
postoperative behavior problems. By using Rectal Pentothal you 
can reduce the dosages of inhalation and supplementary 

agents, markedly lessening the need for postoperative nursing care. 
In studies of 4000 cases, Rectal Pentothal has proved to be 

a simple, humane and notably safe approach to 

pediatric anesthesia. Do you have the literature? ObGott 
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medley of health information: 


FROM WITCHCRAFT TO WORLD HEALTH. 
Samuel and Vera Leff. New York, 
Macmillan, 1957. 236 pp. $4.50. 

A British physician and his wife 
have collected a medley of infor- 
mation on disease, its prevention 
and cure, and have combined it in 


one small volume. They explain in 


their introduction: ‘“‘This book is 
about the way men lived in differ- 
ent periods as well as about the 
illnesses from which they suffered 

. .’ The book is consequently a 
compilation of facts, chronological- 
ly arranged, leading from primitive 
man and his belief in the connec- 
tion of disease and malevolent spir- 
its to Greek thought and observa- 
tion, culminating in the work of 
Hippocrates. 

The following quotation may 
serve as an example of the gener- 
alizations and condensed style used 
by the authors: ‘“‘The Romans were 
great road builders and law mak- 
ers; but in medicine they had to 
take their knowledge from the 
Greeks, even though they held 
them in contempt.” 

The medieval world is described 
with its famines and epidemics, 
the treatment of disease as a blend 
- of empirical cures and witchcraft, 
the only refuge for the sick and 
suffering being the monasteries. 
From the Renaissance forward, 
scientific progress is outlined and 
names of outstanding pioneers 
mentioned: William Harvey, 
Claude Bernard, Pasteur, and 
others. 

The authors also describe how 
parallel with great discoveries, 
witch burning was practiced in the 
hope of stopping plagues, quacks 
sold their patent medicines, and the 
conditions of pesthouses and hos- 
pitals were so bad that people 
dreaded to be hospitalized. The 
authors point to the enormous ad- 
vances in modern times and end 
their narrative on a note of con- 
fidence that in the near future 
man’s technological feats will serve 
for world health instead of the 
inventions of weapons for destruc- 
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tion. The book is illustrated and 
has an index.—ELISE HAMILTON, 
American Hospital Association li- 
brary staff. 


Absenteeism study 


PROLONGED ILLNESS-ABSENTEEISM; 
summary report. Research Council 
for Economic Security. Chicago, 
1957. 237 pp. $10. 

This study covered all absences 
of more than four consecutive 
weeks among the employees of 145 
employing units. A total of 193,856 
employee man-years was included 
in the sample. 

While the subject matter is ob- 
viously important and of great in- 
terest, the reliability of the report 
is severely limited due to statisti- 
cal vulnerability. To quote the 
authors,” .. -. (The study), of 
course, has no determinable ele- 
ment of random selection and does 
not lend itself to statistical tech- 
niques for evaluating the precision 
of any estimates we may make.” 
Yet in the same paragraph it is 
stated that ‘ . the results from 
this sample can be safely and fully 
utilized”’, a conclusion which should 
raise more than a few statistical 
eyebrows. 

Another disturbing feature of the 
report is the obvious eagerness to 
reach conclusions irrelevant to the 
data. For example, some six pages 
are devoted to an earnest espousal 
of comprehensive inplant medical 
services without a discernible shred 
of evidence that the existence or 
absence of such a service has the 
slightest bearing on the question 
of prolonged illness-absenteeism. 

It is apparent from a reading of 
the report that the desire was to 
give the project as broad a base as 
possible. Unfortunately, this ap- 
proach made control and statistical 
precision impossible. The result is 


a broad study with questionable 


results rather than a limited study 


reliable results. 


In spite of these serious weak- 
nesses, the study will be of interest 
to those concerned with such ques- 


absenteeism today 
history of nursing 


suggested books for hospitals’ 
administrative libraries 


tions as workman’s compensation, 
major medical insurance, and em- 
ployee benefit plans. The less spe- 
cialized reader will find a great 
deal of intriguing information, but 
will do well to approach the data 
and conclusions with a wary eye 
and an adequate supply of salt. 
—RICHARD D. WITTRUP, adminis- 
trator, University of. Kentucky 
Hospital, Lexington, Ky. 


History of nursing 


History OF NurRSING SouRCE BOOK. 
Anne L. Austin. New York, Put- 
nam, 1957. 480 pp. . $7.50. 

This book is another significant 
volume to the growing body of 
nursing literature written by 
nurses. Miss Austin, from her ex- 
perience as a distinguished teacher 
of history of nursing, states in the 
preface, “the study of nursing his- 
tory can most effectively be under- 
taken when the student has access 
to the writings of those who made 
the history, or 
were very close 
to them in point 
of time.” The 
available pri- 
mary and sec- 
ondary sources 
from antiquity 
to 1873 have 
been assiduous- 
ly searched and 
condensed into 


MISS AUSTIN 
324 entries. The 
scholarly and _ readable sum- 
maries and comments form a 


fascinating volume ffor all stu- 
dents of nursing, as well as his- 
torians, educators, and members of 
other professional groups interest- 
ed in the nurse’s contribution to 
the health professions. This exten- 
sive bibliographical and biograph- 
ical source book offers a rich sup- 
plement to the general course in 
history of nursing for both student 
and instructor. 

The format of the book is excel- 
lent and includes a complete index. 
Mrs. GERALDINE R. MINK, librarian, - 
Frances Payne Bolton School of 
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also 


Nursing Library, Western Reserve 


University, Cleveland. 


Proceedings published 


The Proceedings of the Second 
International Congress on Medical 


Records, held October 1-5, 1956, 
have been published by the Ameri- 
can Association of Medical Record 
Librarians, 510 North Dearborn 
St., Chicago 10, Ill. The price is 
$9.50. 


Suggested books for administrative libraries in hospitals 


The hospital field changes con- 
stantly as it progresses, and its 
literature is equally dynamic. But 
the fundamental philosophical con- 
cepts on which the operation of a 
hospital is based remain relatively 
unchanged. From the many books 
on the subject of hospital organiza- 
tion and administration, the Com- 
mittee on Library Service for 
Hospitals has selected 32 titles, 
suggested for administrative li- 
braries in hospitals. 

Although the books in this list 
may be borrowed for a limited 
period of time from the Library 
of the American Hospital Asso- 
ciation, they serve best as the 
permanent backbone of the hos- 
pital library where they will be 
available whenever needed. Or- 
ders for purchase copies should be 
directed to the publishers; the 
American Hospital Association can 
furnish for sale only its own pub- 
lications. 

In addition to these suggested 
titles, administrative libraries 
might well want to consider adding 
to their collections the pamphlets, 
manuals and miscellaneous publi- 
cations which the American Hos- 
pital Association sends regularly to 
its members. 


ACCREDITING YOUR SCHOOL OF NURS- 
ING. National League for Nursing. 
New York: the League, 1956. 16 
pp. Free. 

ADMINISTRATION AND THE NURSING 
SERVICE. Herman Finer. New York: 
Macmillan, 1952. 333 pp. $4. 

ADMINISTRATION FOR NURSING EDUCA- 
TION IN A PERIOD OF TRANSITION. 
Roy W. Bixler and Genevieve K. 
Bixler. New York: Putnam, 1954. 
483 pp. $5.90. 

ADMINISTRATIVE BEHAVIOR. Herbert 
Alexander Simon. 2d ed. New 
York: Macmillan, 1957. 259 pp. $5. 

AMERICAN NURSING: History and In- 
terpretation. Mary M. Roberts. 
New York: Macmillan, 1954. 688 
pp. $6. 

ART OF Ordway 
Tead. New York: McGraw-Hill, 
1951. 223 pp. $3.75. 

BETTER BOARD MEETINGS. Mary Swain 
Routzahn, New York: =§ National 
Publicity Council, 1952. 112 pp. $2. 

CHRONIC ILLNESS IN THE UNITED 
STATES; VOL. 2: CARE OF THE LONG- 
TERM PATIENT. Commission on 
Chronic Illness. Cambridge: Har- 
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vard University Press, 1956. 606 pp. 
$8.50. 

CUMULATIVE INDEX OF HOSPITAL LIT- 
ERATURE, 1950-1954. American Hos- 
pital Association. Chicago: the 
Association, 1955. 513 pp. $6. Sup- 
plemented by semi-annual Hospital 
Periodical Literature Index. $5 a 
year. 

DESIGN AND CONSTRUCTION OF GENERAL 
HospPITAts. U. S. Public Health 
Service. New York: Dodge, 1953. 
214 pp. $12. 

FAMILY MEDICAL COSTS AND VOLUN- 
TARY HEALTH INSURANCE; A NATION- 
WIDE SURVEY. Odin Waldemar An- 
derson and Jacob J. Feldman. New 
York: McGraw-Hill, 1956. 251 pp. 
$6.50. 

FINANCING HOSPITAL CARE IN THE 
UNITED STATES. Commission on the 
Financing of Hospital Care. Vol I: 
Factors Affecting the Costs of Hos- 
pital Care ($4); Vol. II: Prepay- 
ment and the Community ($4.50); 
Vol. III: Financing -Hospital Care 
for Nonwage and Low-Income 
Groups ($2.50). New York: Mc- 
Graw-Hill, 1954-1955. $9.85 for set 
of three volumes. 

GIVE AND TAKE IN HOSPITALS. Temple 
Burling, Edith M. Lentz and Rob- 
ert N. Wilson. New York: Putnam, 
1956. 355 pp. $4.75. 

GUIDE ISSUE: PART II OF HOSPITALS, 
JOURNAL OF THE. AMERICAN HOs- 
PITAL ASSOCIATION, AUGUST 1, 1957. 


Chicago: the Association, 1957. 452 _ 


pp. $2.50, paper back; $10 case- 
bound. 

HOSPITAL CARE IN THE UNITED STATES. 
Commission on Hospital Care. 
Cambridge: Harvard University 
Press, 1947. 631 pp. $4.50. 

HOSPITAL IN CONTEMPORARY LIFE. 
Nathaniel W. Faxon. Cambridge: 
Harvard University Press, 1949. 
288 pp. $5. 

HOSPITAL ORGANIZATION AND MANAGE- 
MENT. Malcolm T. MacEachern. 
3d ed. Chicago: Physicians’ Record, 
1957. 1316 pp. $18.75. 

HOSPITAL PERSONNEL ADMINISTRATION. 
Norman D. Bailey. Chicago: Phy- 
sicians’ Record, 1954. 362 pp. $7.50. 

HOSPITAL PURCHASING FILE, 1957. 
Chicago; Purchasing Files, Inc., 
1957. Various pagings. Controlled 
distribution. 

How Many GENERAL HOSPITAL BEDS 
ARE NEEDED? (Public Health Serv- 
ice Publication No. 309) Louis S. 
Reed and Helen Hollingsworth. 
Washington: Government Printing 
Office, 1953. 73 pp. 25 cents. 

IMPROVEMENT OF PATIENT CARE: A 
StuDY AT HARPER HOSPITAL. Marion 
J. Wright. New York: Putnam, 
1954. 236 pp. $5.50. 

JOB DESCRIPTIONS AND ORGANIZATIONAL 
ANALYSIS FOR HOSPITALS AND RE- 
LATED HEALTH SERVICES. U. S. Em- 
ployment Service and American 
Hospital Association. Washington: 
Government Printing Office, 1952. 
532 pp. $2. 

LAW OF HOSPITAL, PHYSICIAN, AND PA- 


TIENT. Emanuel Hayt, Lillian R. 
Hayt and August H. Groeschel. 
New York: Hospital Textbook, 
1952. 804 pp. $10. 

MEDICAL CARE FOR TOMORROW. Mi- 
chael M. Davis. New York: Har- 
per, 1955. 497 pp. $6.50. 

MEDICAL STAFF IN THE HOSPITAL. 
Thomas R. Ponton. 2d ed. Chicago: 
Physicians’ Record, 1953. 373 pp. 
$7.25. 

PLANNING NEW INSTITUTIONAL FACILI- 
TIES FOR LONG-TERM CARE. Edna E. 
-Nicholson. New York: Putnam, 
1956. 358 pp. $4.50. | 

PRINCIPLES FOR ESTABLISHING MEDI- 
CAL STAFF BY-LAWS, RULES AND 
REGULATIONS. Joint Commission on 
Accreditation of Hospitals. Chica- 
go: the Commission, 1955. 15 pp. 
25 cents. 

PRINCIPLES OF HOSPITAL ADMINISTRA- 
TION. John R. McGibony. New 
York: Putnam, 1952. 540 pp. $6.80. 

STANDARDS FOR HOSPITAL ACCREDITA- 
TION. Joint Commission on Ac- 
creditation of Hospitals. Chicago: 
the Commission, 1956. 12 pp. 25 
cents. 

STUDIES IN THE FUNCTIONS AND DE- 
SIGN OF HOsPITALS. Nuffield Pro- 
vincial Hospitals Trust. New York: 
Oxford University Press, 1955, 191 


pp. $9.85. 

THIs HOSPITAL BUSINESS OF OURS. 
Raymond P. Sloan. New York: 
Putnam, 1952. 331 pp. $4.50. 

UNIVERSITY -EDUCATION FOR ADMIN- 
ISTRATION IN HOSPITALS. Commis- 
sion on University Education in 
Hospital Administration. Washing- 
ton: American Council on Educa- 
tion, 1954, 199 pp. $3. 


PUBLISHERS 


American Council on Education, 
1785 Massachusetts Ave., Wash- 
ington 10, D.C. ; 

American Hospital Association, 
18 E. Division St., Chicago 10, III. 

F. W. Dodge Corporation, 119 
W. 40th St., New York 18, N.Y. 

Government Printing Office, 
Washington 25, D.C. 

Harper and Brothers, 49 E. 33rd 
St., New York 16, N.Y. 

Harvard University Press, Cam- 
bridge 38, Mass. 7 

Hospital Textbook Co., 99 Wall 
St., New York 5, N.Y. 

Joint Commission on Accredita- 
tion of Hospitals, 660 N. Rush St., 
Chicago 11, III. 

McGraw-Hill Book Co., 330 W. 
42nd St., New York 36, N.Y. 

Macmillan Co., 60 Fifth Ave., 
New York 11, N.Y. 

National League for Nursing, 2 
Park Ave., New York 16, N.Y. - 

National Publicity Council for 
Health and Welfare Services, 257 
Fourth Ave., New York 10, N.Y. 

Oxford -University Press, 114 
Fifth Ave., New York 11, N.Y. 

Physicians’ Record Co., 161 W. 
Harrison St., Chicago 5, II. 

Purchasing Files, Inc., 919 N. 
Michigan Ave., Chicago 11, III. 

Putnam’s Sons, 210 Madison 
Ave., New York 16, N.Y. 
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Paycheck ‘‘Outlook’’ Envelopes are abso- 


lutely opaque, essential when salaries are 
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Send for Samples and Prices Today 


OUTLOOK ENVELOPE CO. Est. 1902 
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1005 W. Washington Bivd., Chicago 7, Illinois 
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The A. S. Aloe’s Dispensa-Cart saves time, includes 


Designed as an explosion-proof in- everything a nurse needs for medicine cape and 
| makes for one-trip service. 
cubator for use in the delivery room Just as efficient are the smooth-rolling, easy swivel- 
ing Bassick Diamond Arrow casters it rides on. Smooth- 
or surgery. Tested and approved by rolling with their big rubber wheels and self lubricating 
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. Underwriters’ Laboratories. Send for two-level ball-race construction. 


No wonder you see so many Bassick casters on hos- 
pital duty. They keep maintenance to a minimum, pro- 
tect the floors they roll on and provide safe, sure mobil- 
| ity. There are sizes and styles for every hospital job. 
THE GORDON ARMSTRONG CO., INC. Use them. And look for Bassick glides and casters as 
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hersonnel changes 


@ JOHN C. Bay has been appointed 
administrator of the Rehabilitation 
Institute of Metropolitan Detroit, 
Mich. 

Mr. Bay is a graduate of the 
University of Michigan program in 
hospital administration. 


@ GEORGE F. BILLINGTON has been 
appointed assistant administrator 
of Somerset Hospital, Somerville, 
N. J. He was formerly a research 
assistant on the faculty of the Col- 
umbia University program in hos- 
pital administration and retains an 
official part-time connection with 
that faculty. He is a graduate of 
that program. 


@ HENRIETTA BUTTON, R.N., has 
been appointed administrator of 
Good Samaritan and Lutheran 
Hospitals. She was formerly presi- 
dent of the board of Washington 
Minor Hospital, Tacoma. 


@ FERRELL B. DRISKELL has been 


appointed administrator of the new 


Rhea County Memorial Hospital, 
Dayton, Tenn. Mr. Driskell is a 
recent graduate of the Georgia 
State College program in hospital 
odministration. 


@ LUKE DUFRESNE has been ap- 
pointed administrator of Ever- 


glades Memorial Hospital, Pahokee, © 


Fla. He was formerly business 
manager of Southeast Florida Tu- 
berculosis Hospital, Lantana, Fla. 
Mr. Dufresne is a retired naval 
officer, having retired with the 
rank of Commander in 1946. 


® LesLIE D. FEEBACK has been ap- 
pointed assistant administrator of 
Alton (Ill.) Memorial Hospital. 
Mr. Feeback is a recent graduate 
of the Washington University pro- 
gram in hospital administration. 


© WILLIAM B. GEBEAU has been 
appointed administrator of Rogers 
City (Mich.) Hospital, succeeding 
Miss HELEN WILSEY. Mr. Gebeau 
was formerly business manager of 
Central Michigan Community Hos- 
pital, Mount Pleasant, Mich. 

® HENRY D. HAMILTON has been 
appointed assistant director of 
Muhlenberg Hospital, Plainfield, 
N. J. He was formerly business 
manager of Delaware Hospital, 
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Wilmington, Del., and is a graduate 
of the Columbia University pro- 
gram in hospital administration. 
Mr. Hamilton succeeds WILLIAM 
B. CALVIN, who has been appointed 
assistant director at Mountainside 
Hospital, Montclair, N. J. 


@ FRED T. HUNT has been appointed 
administrator of Western Lane 
Hospital, Florence, Ore., succeed- 
ing CARL Morrison’ Mr. Hunt was 
formerly administrator of Santiam 
Memorial Hospital, Stayton, Ore. 


@ HENRY J. KUTSCH has been ap- 
pointed superintendent of Ravens- 
wood Hospital, Chicago, succeed- 
ing GEORGE SWANSON. Mr. Kutsch 
was formerly personnel relations 
manager of.Pas- 
savant Memo- 
rial Hospital, 
Chicago. 


@ JAMES C. Mc- 
LEAN has been 
appointed ad- 
ministrator of 
Fairlawn Hos- 
pital, Worcester, 
Mass. He was 
formerly ad- 
ministrator of Mid-Island Hospital, 
Bethpage, Long Island, N.Y. 


MR. McLEAN 


@® R. MARK STANTON has been ap- 
pointed director of Charlotte Hun- 
gerford Hospital, Torrington, Conn. 
He was formerly administrator of 
McLeod Infirmary, Florence, S. C. 

Mr. Stanton succeeds ALBERT F. 
DoOLLOFF, PH.D. who resigned be- 
cause of his need to live in a 
warmer, drier climate. He had 
been affiliated with the hospital 
since 1942 and is currently chair- 
man of the Connecticut Hospital 
Association’s committee on disaster 
planning. 


@ ALBERT L. SAMIS has been ap- 
pointed assistant administrator of 
St. Vincent’s Hospital, New York 
City. He was formerly administra- 
tive resident at the New York Hos- 
pital. Mr. Samis is a graduate of 
the Columbia University program 
in hospital administration. 


@ WILLIAM E. WORCESTER JR. has 
been appointed administrator of 
Valley Hospital, Ridgewood, N. J. 
He succeeds Mrs. CLARICE H. 
McGarry, R.N., who will serve in 


a consulting capacity to the hospi- 
tal’s board of trustees. 

Mr. Worcester was formerly as- 
sistant director of the New Eng- 
land Deaconess Hospital, Boston. 
He is a graduate of the Columbia 
University program in hospital ad- 
ministration. 


@® VIOLA ZAKMAN, R.N., has been 
appointed assistant administrator 
in charge of nursing services, a 
new position at the Staten Island 
(N. Y.) Hospital. Mrs. Zakman 
was formerly director of nursing 
service at the hospital. , 


Deaths 


@® Guy J. CLARK died July 3 in 
Cleveland. He was 68. Mr. Clark 
was at the time of his death execu- 
tive secretary of the Hospital Fi- 
nance Corp. For more than 35 
years, Mr. Clark had filled that 
office concurrently with that of ex- 
ecutive secretary of the Cleveland 
Hospital Council. In June, 1954, 
he had retired from the council. 

Mr. Clark was a former director 
of the American Hospital Associa- 
tion and president of the Ohio Hos- 
pital Association. 


@ HuGH Roy CULLEN, Texas oil 
millionaire who gave away most 
of his wealth to hospitals, schools 
and charitable organizations, died 
July 4 at the age of 79. He died 
in Hermann Hospital in Houston, 
one of the many medical insti- 
tutions to benefit from his phuan- 
thropy. 

In giving away an estimated 
$200 million during his lifetime, 
Mr. Cullen never thought in terms 
of creed or denomination. He dis- 
tributed millions among hospitals 
operated by Methodists, Baptists, 
Episcopalians and Roman Catholics. 
He once gave more than $4 mil- 
lion—more than a million to each 
of four hospitals—within a week. 
He donated $30 million to the Uni- 
versity of Houston and $10.5 mil- 
lion to help launch the Texas Med- 
ical Center in Houston on its way 
to becoming one of the great med- 
ical institutions in the country. 

The bulk of his philanthropies 
have been channeled through the 
Cullen Foundation, set up in 1947 
and endowed with oil properties 
which it is estimated will yield 
ultimately about $160 million. 

In 1948 Mr. Cullen was cnosen 
by the American Hospital Associa- 
tion to receive a citation and hon- 
orary membership for outstanding 
service to hospitals. 
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Pillows, Binders, 
Sheets, Pillow 
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plete range of styles 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Hospital Employee Contracts Tuberculosis 


A Pennsylvania Workmen’s Compensation Board, af- 


firming the decision of the referee, awarded compen-. 


sation to an electro-encephalographer in the Mon- 
tefiore Hospital in Pittsburgh. She had been employed 
in that capacity for less than two years. A month 
before the termination of her employment the onset 
of tuberculosis was discovered. Subsequently a com- 
pensation claim was filed. 

The Pennsylvania Occupational Disease Act included 
tuberculosis in the list of compensable diseases if in- 
curred “in the occupation of nursing in hospitals or 
sanitaria involving exposure to such disease.’ The 
hospital and its insurance carrier contended that the 
claim failed to prove that the claimant was engaged 
in the occupation of nursing at any time during her 
hospital employment. Evidence indicated that al- 
though there were tubercular patients in the hospital 
none of them underwent an encephalogram. 

The claimant showed that she had been trained as a 
nurse and had accompanied her physician supervisor 
as a nurse at different times on_his rounds through- 
out the hospital. This activity placed her in contact 
with hundreds of patients in the hospital. The court 
felt that this evidence of exposure was ample to sup- 
port the award of compensation. Thus, in occasionally 
making the rounds with her superior, the electro- 
encephalographer acted in the capacity of a nurse and 
exposed herself to some tubercular patients. This, said 
the Pennsylvania Superior Court, placed her within 
the meaning of the Occupational Disease Act and sup- 
ported her claim. 

Melamed v. Montefiore Hospital, 128 A. 2d.129 (Pa. 
App., 1956). 


Liability for Hospital Bill 


The person who signs a “request for service’ form on 
behalf of a patient being admitted to the hospital may 
not be liable for the payment of the bill. This situation 
was exemplified in a recent case involving the Baton 
Rouge General Hospital. 

Dot Carlisle was an employee of Superior Cleaners, a 
partnership. She was burned while engaged in her em- 
ployment and was taken to the hospital emergency 
room. One of the partners supplied the information to 
the hospital’s admitting clerk who filled in the ad- 
mittance forms. One form was headed “request for 
service.”’ That document was signed ‘‘Superior 
Cleaners—Sam Maggio 

The firm carried workmen’s compensation insurance to 
the extent of its liability under the state law, which, 
at that time, amounted to $500 for medical, surgical, 
and hospital services. The attending physician was the 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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doctur who was present in the emergency room when 
Miss Carlisle was brought in. The first bill sent to 
Superior Cleaners came six months after the patient 
was admitted to the hospital and exceeded $4,000. 

The legal question involved in this dispute was whether 
the defendant employer had contracted to assume the 
entire cost of the employee’s hospitalization. The hos- 
pital contended that Mr. Maggio had signed the “re- 
quest for service” form as the person responsible for 
the hospital bill. The hospital’s witnesses also pointed 
out that the compensation insurance carrier had in- 
formed Mr. Maggio that the hospital expected the 
latter. to pay the hospital bill in excess of the $500 
limit on the policy. ’ 

The defendant denied that by signing the ‘‘request for 
service” form he intended to assume obligation for 
the hospitalization. He merely intended to indicate on 
the form that Superior Cleaners was covered by com- 
pensation insurance; in fact, he had informed the hos- 
pital that bills should be sent to the insurance agents. 
He stressed the fact that he was not billed until the 
hospital expenses exceeded $4,000, almost six months 
after the patient’s admission to the hospital. 

The hospital attempted to explain its billing procedures 
and its failure to send periodic statements to the em- 
ployer by noting that the ‘‘request for service” form 
was checked to indicate that payment would be made 
on “receipt of service,’ meaning at the time the pa- 
tient was discharged. Therefore, there was no need 
for periodic billing. 

it is a general rule of law that contracts are inter- 
preted in the light of the actual language contained 
in the written agreement and that testimony as to 
what the parties to the contract actually meant is not 
admissible. There is an exception, however, where the 
document is so ambiguous that it cannot be properly 
interpreted on its face. The Supreme Court of Loui- 
siana felt that the agreement between the Baton 
Rouge General Hospital and Superior Cleaners was 
such an ambiguous contract and that, therefore, oral 
testimony to explain what the parties meant was ad- 
missible. | 

The court accepted the defendant’s explanation that he 
signed the form intending to assume responsibility for 
his legal obligation, namely, to the extent of his in- 
surance covering industrial accidents. The court.was 
especially concerned with the unusual billing proce- 
dures of the hospital and felt that this was inconsistent 
with the hospital’s position:in this contract dispute. 

This case indicates that agreements for assumption of 
hospital bills by third parties on behalf of patients 
should be carefully worded in order to avoid similar 
situations. In addition, billing procedures might be 
examined in the light of this hospital’s unfortunate 
experience. 

Baton Rouge General Hospital v. Superior Cleaners, 
93 So. 2d 20 (La., 1956). 
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NURSING BOTTLE 
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MODEL INFANT FORMULA ROOM 
AND KLENZADE BOOTH 174 


See today's most advanced Nursing Bottle Sanitation 
Program in action at the Model Infant Formula Room 
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featuring new type organic detergents for removal of 
mineral film and a full line of detergents, drying 
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trol and housekeeping operations. 


Complete Hospital Sanitation Program 


KLENZADE PRODUCTS,; INC.- 


BELOIT, WISCONSIN 


PROVED IN 
SERVICE | 


at Hospitals 
Everywhere! 


PARCOA 


Automatically...without Attendants! 


* NO ATTENDANTS— 
Pays for itself through 


Controls Parking 


Parcoa... with exclusive 
ee 
card-key”’ control. . . as- 


sures private parking at all savings. 

times for doctors and staff * SIMPLICITY OF 

members. No other sys- OPERATION 

tem combines all these * LOW INITIAL COST 

* MAINTENANCE 

*% FLEXIBILITY— * SAFETY—DEPEND- 
Variety of Controls. ABILITY 


Write or phone for full details today! 


ee pA RE DA Division of JOHNSON FARE BOX COMPANY 


4619 N. Ravenswood Ave., Chicago 40, Ill. 
Phone LOngbeach 1-0217 


Sales and Service Offices in Major Cities Listed under BOWSER, INC. 


HOSPITAL 
PARENTERAL 
SOLUTIONS 
DOUBLE NEEDLE 
and 
PLASTIC AIR FILTER SETS 
RELIABLY STERILE 
the CONTINENTAL GP) PHARMACAL co. 
CLEVELAND 11, OHIO 
| 


Washington Report 


Eisenhower Approves Housing Measure 


President Eisenhower has signed the Federal Housing Act of 1957 
into law. Under its College Housing Title, the act provides $25 million 
for loans to nonprofit hospitals to provide housing for student nurses 


and interns. 


In appropriating federal loan funds Congress recognized the educa- 


tional function of hospitals for the 
first time in a federal statute. 
While the President signed the 
housing bill, he expressed his dis- 
appointment at its terms in a spe- 
cial statement. Speaking directly 
on the college housing section of 
the bill, he said: “Unfortunately 
also the Congress has once again 


OFFICIAL NOTES 


CALL CONVENING THE HOUSE 
OF DELEGATES 


Under the authority of the By- 
laws of the American Hospital As- 
sociation and by direction of Albert 
W. Snoke, M.D., president, I, Ed- 
win L. Crosby, M.D., secretary of 
the House of Delegates, hereby issue 
this, the official call, to the members 
of the House of Delegates to con- 
vene at Atlantic City on Monday, 
September 30, at 9:30 a.m., in the 
American Room of the Traymore 
Hotel, for the transaction of the 
business of the Association, to re- 
ceive the reports of the several 
councils and committees, to con- 
sider resolutions presented, for the 
election of officers, for the consid- 
eration of new business and of any 
other matters pertaining to the 
Association brought to the atten- 
tion of the House of Delegates by 
the president, the members of the 
Board of Trustees or the members 
of the House of Delegates. 

The House of Delegates will re- 
_cess on Monday, reconvening at 
9:30 a.m. on Tuesday, October 1, 
and for a final session at 9:30 a.m. 
on Wednesday, October 2. 

Accomplished at the offices of 
the American Hospital Association, 
18 East Division Street, Chicago 10, 
Illinois, this thirteenth day of May 
1957. 

(Signed ) 
EDWIN L. CROSBY, M.D. 
Secretary 
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failed to enact an adequate inter- 
est rate formula for the college 
housing loan program... The pres- 
ent formula, further, deters pri- 
vate financing which would other- 
wise supply a significant part of 
the funds required in this impor- 
tant area.”’ | 


The President expressed his con-— 


cern with the new housing act in 
that it provided funds in excess 
of those which he had requested in 
his fiscal 1958 budget. He said: “I 
have given instructions to limit the 
use of the new authority provided 
by this act during the fiscal year 
1958 to amounts consistent with 
the over-all budget program.”’ It 
is too early to tell whether the 
President’s insistence on keeping 
Federal Housing Administration 
program expenditures within his 
budget  limita- 
tions will affect 
the new hospi- 
tal loan program 
provided by the 
act. While Con- 
gress has voted 
authority and 
funds for this 
low-cost hous- 
ing program for 
nurse and intern 
homes, the FHA 
is under no legal obligation to 
make particular loans within a 
given period of time. 


PRES. EISENHOWER 


GOVERNMENT ADVISORY COMMITTEE 


The American Hospital Associa- 
tion is opposing legislation to regu- 
late and restrict the use of adviso- 
ry committees to federal programs. 

This House. legislation would af- 
fect some 1,700 advisory commit- 
tees, many in the health and hos- 
pital fields. Proponents of the bill 
say they seek to eliminate the 
possibility of executive functions 
being delegated to committees 
without the authority of Congress. 
The bill has passed the House and 
is now before the Senate. 


In a statement to Senate leaders, 
Kenneth Williamson, director of 
AHA’s Washington Service Bureau, 
said the legislation ‘“‘proposes to 
include areas in which no abuse 
has ever been shown to exist.” 

Mr. Williamson pointed out that 
advisory committees in the health 


field “have brought a kind of broad 


experience and unbiased consulta- 
tion” to the operation of govern- 
ment health programs. These 
committees have also served as 
connecting links between large 
numbers of voluntary health or- 
ganizations and the government, 
Mr. Williamson said. 

The bill requires that Congress 
be notified in advance if a new 
advisory committee, not author- 
ized by Congress in law, is to be 
established. The notice must indi- 
cate the number of members to 
serve and the area of interest each 
represents. Congress must also be 
told which member of the commit- 
tee will receive compensation at 
government expense, and how long 
the committee is to function. 

The Department of Health, Edu- 
cation, and Welfare has reported 
that the legislation would actually 
prevent them from setting up some 
of the advisory committees on 
health questions. 

The House, however, modified 
the provisions of the bill as re- 
ported by a House committee. A 
provision that the notice to Con- 
gress must be sent 30 days in 
advance of the establishment of 
an advisory committee was strick- 
en by the House. 


FEDERAL HEALTH PLAN 


The administration’s bill to pro- 
vide basic-major medical care for 
federal employees has met with 
a formal vote of opposition by a 
local council of federal employee 
unions. - 

In a letter to Sen. Olin Johnston 
(D-S.C.), chairman of the Senate 
committee which will consider fed- 
eral employee health legislation, 
the Government Employees Coun- 
cil stated its objections to the ad- 
ministration’s bill. 

The council letter stated, among 
other objections, the following: 
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1. The administration bill does 
not provide enough protection for 
existing federal employee health 
insurance plans. 

2. The bill requires too high a 
premium for employees. 

3. It fails to offer enough protec- 
tion in basic health care benefits. 


4. Certain features of its major | 


medical provisions are ‘quite un- 
satisfactory.” 

5. It fails to provide for a “strong 
advisory council.” 

In view of this objection by local 
employee unions, the chances for 
passage of any federal employee 
health legislation at this session 
of Congress are considered poor. 


PRACTICAL NURSE PROGRAM 


Congress has appropriated $4 
million for the program to expand 
and improve the training of prac- 
tical nurses in the states during 
the next fiscal year. This is double 
the sum provided in fiscal 1957. 

As the first 12 months of the 
training program are completed, 
the Office of Education reports that 
it has approved all but five of the 
plans submitted by the 53 states 
and U. S. territories. The plans of 
Louisiana, Vermont, New Hamp- 
shire, Alaska, and the Virgin Is- 
lands have not been cleared as yet. 


The 48 approved plans have 


gone into operation with varying 
speeds. Under some, the training 
of practical nurses. is underway. 
In others, the state and local voca- 
tional education boards are still 
working out such preliminaries as 
the selection and arrangement of 
training sites in local hospitals. 
The Office of Education reported 
that it will not be able to fully 
report on or evaluate. the first year 
of the program until next fall. Nor 
has the office yet decided whether 
to create advisory committees 
called for under the program 
passed by Congress a year ago. 
Officials say they have “under dis- 
cussion” the possibility of creating 
a formal advisory committee, or 
several ad hoc committees which 
would be called in to advise on 
special aspects of the program. 
The Office of Education has 
given some indication, however, of 
how the training is developing in 
community hospitals. A majority 
of the hospitals throughout the 
country are providing traineeships 
or stipends for the practical nurse 
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students. Financial aid varies con- 
siderably from hospital to hospital, 
but in general officials of the Office 
of Education feel these funds “are 
not as high as they should be.” 

Stipends range from as low as 
$25 per month per student to $3,600 
a year for a student who arranges 
to enter the hospital’s service after 
training. 

Over the past year there has 
been a gradual transfer of the re- 
sponsibility of the practical nurse 
training from the hospitals to the 
state and local boards of vocational 
education. The Office of Education 
is hoping that, as the hospitals re- 
linquish this responsibility and ex- 
pense, they will be free to increase 
the funds made available to the 
students under stipends or trainee- 
ships. 

Although a hospital contributes 
to practical nurse training funds, 
it may not, under the federal pro- 
gram, give a practical nurse trainee 
an assignment in a hospital which 
would alter the trainee’s student 
status. 

There is every indication that 


-hospitals across the country have 


been eager to provide clinical 
classes for the practical nurse 
training program. Most hospitals 
have permitted bedside teaching 
and have also provided a qualified 


registered nurse on duty when the 
trainees are carrying out their 
clinical assignments. 

In some areas, however, training 
has been postponed because of a 
shortage of available clinical serv- 
ices from local hospitals. 

Under HEW’s practical nurse 
program a qualified registered 
nurse must be employed in the 
planning of the training projects 
by state and local vocational edu- 
cation boards. If a state plan quali- 
fies under the law, federal funds 
are allocated to the state on the 
basis of its population. The federal 
government provides 75 per cent 
of the funds and the state con- 
tributes 25 per cent. 


PROFESSIONAL NURSE TRAINEESHIPS 


Some $3 million has been allo- 
cated for the nurse _ traineeship 
program to prepare more profes- 
sional nurses for positions in ad- 
ministration, supervision, and 
teaching. This is 50 per cent more 
than was provided for the program 
in fiscal 1957. 

Another $725,000 is earmarked 
for nursing research grants; $700,- 
000 was available for this program 
during fiscal 1957. The allocation 
for research fellowships in nursing 
during fiscal 1958 remains the 
same as the $150,000 sum for 1957. 


Congressman Gives His Views 


REP. JOSEPH W. MARTIN, congressman from 
Massachusetts, was the featured speaker at 
the dedication ceremonies of the new Harold 
E. Sweet wing of Sturdy Memorial Hospital, 
Attleboro, Mass. He said his current concern 
is with the problems of providing outpatient 
care and long-term care for the ill and aged. 
He praised hospital administrators for secur- 
ing voluntary gifts to match public grants. 
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The new training funds are part 
of the appropriations of the Public 
Health Service for fiscal 1958. PHS 
was one of the few federal agencies 
which received appropriations from 
Congress in excess of the Ejisen- 
hower administration’s requests. 


DOCTOR DRAFT 


Congress has passed legislation 
amending the regular draft act to 
procure physicians, dentists, and 
allied specialists for the armed 
forces. 

The bill replaces the special doc- 


tor draft which expired June 30. It 


gives the President authority for 
the first time under the regular 
draft to induct persons from among 
the various age groups on the basis 
of their professional skill. The De- 
partment of Defense plans to use 
the provision only with respect to 
medical and dental personnel. 

The bill grants authority to order 
any medical or dental member of 
a reserve component to active duty 
for a period of 24 months, if he has 
not already served at least one year 
and has not passed age 35. 

The bill follows an American 
Medical Association recommenda- 
tion that the doctor draft medical 
advisory committees to the Selec- 
tive Service System be continued 
at the national, state, and local 
levels. 


The defense department predicts 


that it will procure enough med- 
ical and dental ‘“‘volunteers”’ in fis- 
cal 1958 by offering reserve com- 
missions in lieu of induction. 

In recommending the bill, the 
Senate Armed Services Committee 
did not concur with a House sug- 
gestion which 
defense depart- 
ment officials 
had said might 
jeopardize the 
deferment of 
hospital resi- 
dents under the 
program initi- 
ated in 1955 by 
Dr. Frank B. Me 
Berry, assistant Se BERRY 
secretary of de- 
fense for medical affairs. 

It was the view of the House 
Armed Services Committee that 
the department’s former ratio of 
three medical officers per 1,000 
armed forces personnel should not 
be altered. The Senate committee 
reported that the department now 
seeks to maintain an active-duty 
strength of 10,533 physicians, or 
approximately 3.4 per 1,000 per- 
sonnel. 

The Senate committee merely 
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recommended that the 3.4 ratio be 
“constantly reviewed to see that 
no more physicians are on active 
duty than are required to properly 
perform the medical missions of 
the armed forces.” 

VA PAY INCREASE 


The House Veterans’ Affairs 
Committee has favorably reported 
a controversial bill providing pay 
increases of approximately 10 
per cent for physicians, dentists, 
nurses, and certain other medical 
staff personnel in the Veterans 
Administration. 

The first year 
cost of the bill sa 
would be almost pa 
$6 million, VA 
reported. 

Bureau of the 
Budget officials 
flatly opposed 
the bill as “‘in- 
flationary,” de- 
claring there 
was no reason 
why one class of 
federal employees “should be 
singled out for preferential treat- 
ment.”’ 

On the other hand, Harvey V. 
Higley, VA administrator, gave a 
strong case for the bill in a report 
to Congress showing that two- 
thirds of the physicians resigning 
from VA give “economic causes’”’ 
as the reason. 


he 


MR. HIGLEY 


‘DENTICARE’ 


The Dental Advisory Committee 
to the Dependents’ Medical Care 
Program has appointed three sub- 
committees to form a pattern for 
dental care of service dependents. 

The questions of morale and 
career inducements, the type and 
level of dental care that should 
be provided, and the costs and 
methods for providing this care 
are the subjects to be studied. 

Chairman of the subcommittee 
on morale is Army Lt. Col. Steve 
G. Davis, Office of the Deputy 
Chief of Staff for Personnel. Dr. 
Rudolph H. Friedrich, Chicago, 
secretary of the Council on Dental 
Health of the American Dental As- 
sociation, will head the subcom- 
mittee on the type and level of 
dental care. The costs and methods 
subcommittee chairman is J. F. 
Follman Jr., New York, director of 
information and research, Health 
Insurance Association of America. 

The Dental Advisory Committee 
plans to send a letter to state den- 
tal societies to open negotiations 
for a proposed fee schedule. 

In reference to dental care, 
‘““medicare”’ provides that a patient 


must be hospitalized as an inpa- 
tient by a physician for a medical 
or surgical condition. The charge 
physician and the dentist must 
agree that the dental care is ex- 
pected to exert a therapeutic effect 
on the hospitalized patient’s med- 
ical or surgical condition. 

At present ‘medicare’ will not 
pay for dentures, bridge work, 
restorative dentistry, orthodontia, 
or prolonged peridontal treatments. 


INVESTIGATE HEALTH, WELFARE PLANS 


A Senate Labor Subcommittee is 
considering legislation to require 
employee and employer health and 
welfare plans to register and dis- 
close their fiscal operations. 

The Eisenhower administration 
is supporting a bill introduced by 
Sen. Irving Ives (R-N.Y.). While 
not requiring commercial compa- 
nies themselves to file information, 
this bill makes it obligatory for 
employee and employer health 
funds to file after procuring the 
required information the 
companies they use, including, 
presumably, Blue Cross and Blue 
Shield. 

Under the terms of another bill, 
sponsored by Sen. Paul Douglas 
(D-Ill.), commercial carriers and 
any other health plan maintaining 
individual accounts must file ex- 
tensive reports. 

The Ives bill 
gives adminis- 
tration of the 
welfare report- 
ing program to 
the Department 
of Labor while 
the Douglas bill 
puts it. under 
the Securities 
and Exchange 
Commission. 

In_ testimony 
before the subcommittee, Gilbert 
W. Fitzhugh, an official of the 
Metropolitan Life Insurance Com- 
pany, warned Congress against 
adopting ‘‘unnecessary require- 


SEN. IVES 


ments which may lead to burden- 


some and eostly procedures . 
and thus increase the cost of oper- 
ation.” 

Mr. Fitzhugh spoke in behalf of 
the American Life Convention, the 
Health Insurance Association of 
America, and the Life Insurance 
Association of America, represent- 
ing acombined membership of more 
than 95 per cent of the group acci- 
dent and health insurance in force. 

George Meany, president of the 
American Federation of Labor and 
Congress of Industrial Organiza- 
tions, said that the ‘“‘self-policing”’ 
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codes adopted by AFL-CIO had 
not been equalled by management, 
nor had the state insurance depart- 
ments done an adequate job in 
curbing ‘“‘kick-backs” and other 
abuses. 

Mr. Meany endorsed the Douglas 
bill, but did not differ substantially 
with the administration views as 
contained in the Ives measure. He 
opposed any plan which would reg- 
ulate employee health and welfare 
funds and not those operated by 
employers. 

He said that about 92 per cent 
of the nation’s workers are covered 
by plans administered by the em- 
ployer. Approximately 7.5 per cent 
are under plans administered by 
the employer and union jointly, 
and only about half of one per cent 
are covered by plans under union 
control alone. 


INDIAN HEALTH-RURAL HEALTH 


Hill-Burton and Indians—A House 
committee has reported favorably 
on a bill permitting the use of both 
Hill-Burton funds and_ Public 
Health Service funds for the con- 
struction of single hospitals to 
serve both Indian and non-Indian 
populations. 

In its report, the Committee on 
Interstate and Foreign: Commerce 
said the bill would be particularly 
helpful in regions having a high 
priority with regard to obtaining 
hospital construction funds from 
the Hill-Burton program, but which 
have experienced difficulties in 
raising necessary matching funds. 

“With joint planning and joint 
financing the possibility of obtain- 
ing badly needed facilities for both 
Indians and non-Indians would be 
greatly increased,” according to 
the committee. 

The bill, however, specifies that 
no funds authorized by PHS may 
be counted as part of the match- 
ing funds required for a grant 
under Hill-Burton. The bill would 
permit a local community to join 
with PHS in planning and finan- 
cing one hospital. 

The amount of funds which 
may be extended by PHS under 
the bill may not exceed that por- 
tion of the construction project 
which is attributable to the Indi- 
an health needs in the area. 


The bill also provides that PHS — 


assistance to a construction proj- 
ect shall not in any way affect the 
eligibility of any project for aid 
under Hill-Burton. 

Rural Health Survey—On July 1, 
PHS began a study ‘to help. de- 
velop more effective and econom- 
ical methods of bringing modern 
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public health services to people in 
the less populous areas of the 
country.” 

The study will attempt to ap- 
praise rural health needs and the 


development of practical ways of 
meeting them. PHS commences 
its project first in Kit Carson 
County, Colo., an area with a 
widely scattered population. 


FLOOD HITS CHICAGO AREA— 


Rainstorm Closes 1 Hospital, Damages 29 


Twenty-nine of 45 hospitals contacted by the Chicago Hospital Council 
have reported flood damage from the rainstorm which struck Chicago 
on July 12. The storm was the worst to hit the area in 72 years, pelting 
the city with more than six inches of rain in less than 24 hours. 

Council Executive Director James R. Gersonde said that the loss to 


Chicago-area hospitals would be 
at least $1.5 million and could run 
as high as $2-3 million. 

The council found that most ‘hos- 
pitals in the area have formulated 
disaster plans, but to the council’s 
knowledge only a dozen hospitals, 
approximately, have tested their 
plans to see if they would function 
properly in a disaster situation. 

The council plans to help or- 
ganize an area-wide plan. In a 
statement to the city government, 
Mr. Gersonde wrote “. . . I feel 
that we must also try to determine 
what type of planning is needed 
to avert or minimize a recurrence 
of this damage in the event of a 
similar disaster, or a disaster re- 
sulting from military action... 


FIRE DEPARTMENT PRAISED 


He said that “‘some governmen- 
tal agency, probably the Board of 
Health, should be in charge of co- 
ordinating hospital and relief work 
in such civil disasters.” Mr. Ger- 
sonde praised the city’s fire de- 
partment for its help to hospitals 
during the storm. If the depart- 
ment had not cooperated fully, he 
said, a number of hospitals, rather 
than only one, would: have had 
to be shut down. 


The most heavily dam hos- 
pital in the area was Ingalls Me- 
morial Hospital, Harvey, Ill. The 
hospital evacuated 140 patients on 
July 13 and was closed for 10 days 
because of the flood which left the 
hospital without medical supplies, 
linens, or other supplies used in 
the hospital’s everyday activities. 

Ingalls has a disaster plan, but 
was not able to put it into effect 
because the telephone system, the 
key to the plan, failed due to water 
damage. (See “When a Hospital 
Needs Help—the Other Side of 
Disaster Planning” beginning’ on 
p. 49 of this Journal.) 

Ingalls was especially hard hit 
because an excavation for an addi- 
tion next to the present building 
filled with water. 

All but the most seriously ill 
patients were discharged from the 


hospital.. Approximately 25 pa- 
tients were sent to St. Francis 
Hospital, Blue Island, Ill., and St. 


James Hospital, Chicago Heights, 
St. Francis 


that it turned away 


Hospital reported 
some non- 


emergency patients in order to ac- 
commodate those from Ingalls. St. 
Hospital 


Francis canceled some 


INGALLS MEMORIAL HOSPITAL, Harvey, Ill., was forced to evacuate approximately 140 pa- 
tients and close for 10 days following a record-setting rainstorm July 12. Twenty-eight 


(other hospitals in the Chicago area reported water damage which may reach $3 million. 
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surgery, discharged approximately 
40 patients, set up additional beds 
in the surgery recovery room, and 
obtained additional nursing help 
from Ingalls Memorial Hospital. 
Elsewhere in Chicago, Loretto 
Hospital, Garfield Park Commu- 
nity Hospital, and Jackson Park 
Hospital reported extensive dam- 
age. Garfield and Jackson reported 
water shortages, canceled surgery, 
stopped pumps, and disrupted boil- 
er operations and elevator service. 


NO POWER FOR 10 HOURS 


In Manteno, Ill., south of Chi- 
cago, Manteno State Hospital’s 
8,500 inmates and employees were 
without lights, power, steam, water, 
or the intrahospital telephone sys- 
tem for 10 hours because of flood 
damage. Damage done was esti- 
mated at approximately $100,000. 

Water in the hospital’s power 
plant was 8 feet deep. Fire depart- 
ment pumpers were used to keep 
water moving for the hospital’s 
use and to evacuate water from the 
power plant. Lanterns, candles, the 
hospital’s standby generator, and 
a civil defense emergency hospital 
generator were pressed into serv- 
ice. Only cold meals were served 
during the emergency. 

Dr. R. J. Graff, Manteno super- 
intendent, said that to cope with 
another similar flood his hospital 
should have larger stationary 
pumps. and that mobile pumps 
should be available in the area so 
that they would be able to move 
from institution to institution as 
needed. 

He also pointed out that in hos- 
pital construction in general the 
electrical power plant should be 
in. higher areas not so readily 
reached by flood waters. 

In the Chicago suburb of Ever- 
green Park, 35 persons were 
brought to the Little Company of 
Mary Hospital after a summer 
theater tent collapsed during the 
rainstorm. Eight of those injured 
required hospitalization. The hos- 
pital’s surgical recovery room was 
converted for use by _ stretcher 
cases; other injured people were 
temporarily cared for in the hos- 
pital’s cafeteria. Except for these 


measures the hospital handled the — 


emergency on a routine basis. 


Nursing Home Safety Probed 
At Fire Protection Meeting 


Their record of “slaughter by 
fire places nursing homes in the 
unenviable position of number 
one in the list of unsafe places to 
live,” those attending the 6lst an- 
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nual convention of the National 
Fire Protection Association were 
told. 

The speaker was Chester I. Bab- 
cock, manager of the NFPA fire 
record department. He said that 
“during the past 10 years, 283 
lives have been lost in the 15 most 
notable nursing home fires. 

“In most sections of the country,”’ 
he continued, “nursing homes have 
been allowed to thrive and mul- 
tiply without adequate fire safety 
regulation.” 

Exceptions in the national pat- 
tern in this respect, Mr. Babcock 
reported, are: Georgia, Louisiana, 
California, and the city of Lexing- 
ton, Ky. 

_ Major safety factors for nursing 
homes, he said, are: 

1. Limitation of the amount of 
combustible material in the nurs- 
ing home. 

2. Proper exit facilities. 

3. Automatic fire protection. 

4. The segregation of hazards 
within the home (fire partitions 
around the .furnace room, etc.). 

5. Provision for trained attend- 
ants. 

Mr. Babcock said that records 
show “there never has been a fa- 
tality in’a completely sprinklered 
nursing home.” 

He cited open stairwells, com- 
bustibility of interior materials, 
improper placement of portable 
heaters, improper care of Christ- 
mas trees when in the building, 


lack of fire walls, and open laun- 
dry chutes as contributory factors 
in the larger nursing home fires 
which have occurred in recent 
years. 

Howard W. Naulty, East Aurora, 
N.Y., a member of the NFPA Sub- 
committee on Nursing Homes, and 
himself a nursing home operator, 
called for action “by every state 
in the union” to solve the problem 
of safety in nursing homes. 

He said that every nursing home 
in existence—without exception as 
to locale or proximity to an ade- 
quate water supply—should be re- 
quired to install complete sprinkler 
systems. ‘“‘The excuse,” he said, 
“that a sprinkler system is too 
costly for the rural nursing home 
is saying that the lives of patients 
in those nursing homes are worth 
less than the lives of patients in 
municipal nursing homes.” 

Mr. Naulty suggested that funds 
now earmarked for hospitals could 
be diverted to building nursing 
homes at a lower per bed cost, 
providing more housing for older 
people needing care and permitting 
hospitals to care for the critically 
ill. 
- Diverting such funds, he said, 
could “very nearly double the 
number of beds available to the 
critically ill in existing hospital 
facilities’ and at the same time 
“triple the number of beds avail- 
able for the care of the aged at no 
extra cost.” 


IN LISBON, PORTUGAL— 


Snoke, Masur Address International Meeting 


Public health administration, as well as business administration, should 
be emphasized in hospital administration training programs. 

This point of view was expressed by Dr. Albert W. Snoke, president 
of the American Hospital Association and director of Grace-New Haven 


(Conn.) Community Hospital, at the 10th International —— —— 


Lisbon, Portugal, June 3-7. 


DR. SNOKE DR. MASUR 


The hospital administrator, Dr. 
Snoke said, is just as much a public 
health administrator as the local or 
state health officer or teacher in 
preventive medicine and _ public 
health. He: suggested that further 
attention be paid to the develop- 


ment of formal training programs 
for hospital administrators at the 
postgraduate. level. 

Dr. Jack Masur, director, Clin- 
ical Center, National Institutes of 
Health, Public Health Service, said 
that an over-emphasis on labora- 
tory tests for a particular patient 
or group of patients may tend to 
minimize the importance of the 
clinical picture, possibly leading to 
a mechanical, impersonal doctor- 
patient relationship as well as un- 
necessary expense to hospital and 
patient. 

The increased expenditures in- 
volved in some diagnostic proce- 
dures, Dr. Masur said, suggest the 
need for review of present prac- 
tices concerning the level of seni- 
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ority of the staff member requis!- 
tioning certain services. Moreover, 
he continued, the increasing role 
of diagnostic tests emphasizes the 


need for regular supervision of. 


technicians and periodic recheck- 
ing of results. 


TRENDS IN ISOLATION 


Swedish architect Nils G. Brink 
said the trend in isolation hospitals 
is less and less toward isolation of 
the group, but more and more 


toward isolation of the individual. | 


This, he said, permits the opera- 
tion of a general isolation clinic 
within the central hospital com- 
plex. 

Mr. Brink said this system de- 
mands a higher standard of isola- 
tion within the clinic, but makes 
‘possible a higher bed-occupancy 


than in blocks restricted to treat- 


ment of one disease. 

Dr. Charles E. Lysaght reported 
that in order to eliminate the dan- 
ger of emotional. disturbance in 
children who must be isolated. be- 
cause of their physical conditions, 
a childrens’ hospital surrounded 
their rooms, from three feet above 
floor level to the ceiling, with glass 
partitions.. Dr. Lysaght is deputy 
chief medical adviser, Department 
of Health, Dublin, Ireland. 

Dr. J. Lauzier, psychiatric ad- 
viser to the French Ministry of 
Health; reported on a World Health 
Organization study which showed 
that 800 beds appears to be the 
maximum acceptable number for a 
mental hospital, the optimum bed 
capacity being between 300 and 
600. Ward units, he said, should 
have 20 beds or less. 

If the hospital is to fulfill its 
purpose adequately, Dr. A. P. Van 
Der Wey stated, then not only the 
patient’s somatic problems but also 
psychological and social problems 
must be taken into account in the 
diagnostic and therapeutic proce- 
dures. He said that closer contact 
between the hospital and the gen- 
eral practitioner could be of value 


in this respect. Dr. Van Der Wey 


is medical director of University 
Hospital, Amsterdam, The Nether- 
lands. 


PLANNING RECOMMENDATIONS MADE 


Dr. A. L. Bravo, chief, Social and 
Occupational Health Section, WHO, 
said that in the field of preventive 
medicine the hospital is becoming 
more and more involved in the 
case-finding of communicable and 
chronic diseases and every oppor- 
tunity is used for health education 
of patients and their families in 
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MALCOLM E. KNOWLES, administrative coordinator, Adult Education Association, Chicago, 
was among the speakers addressing the Summer Conference for Hospital Association Execu- 
tives sponsored by the American Hospital Association. The conferees, who met in Chicago 
July 8-11, discussed such matters of importance to hospitals as health legislation, AHA 
activities, state association operating problems, the future need for hospital services, leader- 
ship, and civil defense. Thirty-six local, state, and regional association executives attended. 


waiting rooms or during visiting 
hours. 

He recommended to the interna- 
tional group that hospital planning 
commissions at the national level 
be established. He said that an 
international planning team might 
make a great contribution by ad- 
vising the national commissions on 
technical details of planning re- 
gional hospital systems for vari- 
ous countries. 

P. Aurousseau, inspector of hos- 
pitals, Assistance Publique, Paris, 
France, said that larger hospitals 
should provide training for nurses 
beyond their basic training. Small- 
er hospitals, he said, should be 
given assistance and their nurses 
admitted to the larger ones to ob- 
tain additional theoretical knowl- 
edge and practical experience. 

Before being admitted to an ad- 
vanced rank, he said, nurses should 
be given practical group instruc- 
tion in modern methods of ensur- 
ing a greater degree of economy 
in the administration of a hospital 
department. 

Franco Moretti, administrator, 
Istituti Clinici di Perfezionamento, 
Milan, Italy, spoke on technical 
aids to administration. He said that 
automation and highly-refined me- 
chanical techniques will probably 
not be of direct use to hospitals 
because of the hospitals’ personal 
service character. Mechanization 
will play an important part in the 
completion of statistical informa- 
tion on hospital stores and in work 
dealing with cost accounts, wages, 
and patients’ costs; automation he 


continued, will become important 
primarily in the industries which 
supply hospitals. 


COOPERATION STRESSED 


Dr. Odair Pacheco Pedroso, pro- 
fessor of hospital administration, 
School of Public Health, Univer- 
sity of Sao Paulo, Brazil, spoke on 
the topic ‘“‘International Coopera- 
tion and Hospital Development.” 

He said that: 

@ International cooperation 
among hospitals is useful and de- 
sirable when based on carefully 
prepared programs. 

@® The technical literature of all 
countries should be translated and 
adapted for use in countries which 
can make use of such materials. 
This should be handled on a non- 
profit basis. 

@® He recommended, as an edu- 
cational device, the use of seminars 
in which a small number of se- 
lected technicians discuss a sched- 
uled series of topics. 

@ International cooperation to- 
wards the preparation of local 
technicians and experts in order 
to make them able to promote hos- 
pital administration courses, as 
well as the granting of fellowships 
to selected students, would be of 
great benefit to hospitals. 

Officers of the International Hos- 
pital Federation are: Avv. L. Col- 
ombo, vice president, Italian Hos- 
pital Association, and president, 
Lombard (Italy) Hospital Associa- 
tion, president; Dr. R. de Cock, 
president, Belgian Hospital Asso- 
ciation, vice president; Dr. O. Stub, 
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president, Norwegian Hospital As- 
sociation, vice president; Capt. J. 
E. Stone (Great Britain), honor- 
ary secretary and treasurer, and 
Dr. Edwin L. Crosby, director, 
American Hospital Association, 
vice president. 


Community Health Group 
Appoints Assistant Director 


Dr. Leonard S. Rosenfeld has 


‘been appointed assistant executive 


director of the Community Health 
Association, the Detroit health care 
program of which Walter P. Reu- 
ther, president of the United Auto 
Workers, is president. 

Dr. Rosenfeld is director of med- 
ical care evaluation studies for the 
JInited Community Services of 
Boston. He is also an instructor 
in public health practice at the 
Harvard School of Public Health. 

He has also served with the 
health profession education branch 
of the Public Health Service, with 
the Army Medical Corps in Nic- 
aragua, and with the government 
of Saskatchewan, Canada. 

Roy Hudenburg has accepted the 
post of director, Division of Phy- 
sical Facilities, of the Community 
Health Associa- 
tion, effective 
Sept. 1. M#®. 
Hudenburg is 
associate ad- 
ministrator for 
property serv- 
ices of the Min- 
ers Memorial 
Hospital Asso- 
ciation. 

Mr. Huden- 
burg was secre- 
tary of the American Hospital 
Association Council on Hospital 
Planning and Plant Operation from 
August 1945 to October 1952. 

T. Joseph Hogan has been named 
by the miners’ association to suc- 
ceed Mr. Hudenburg. Mr. Hogan 
has been chief of the construction 
and maintenance branch of the 
Public Health Service for nearly 12 
vears. For approximately 12 years 
prior to that he held a similar post 
with Buffalo (N.Y.) General Hos- 
pital. 


Mental Hospitals Notified 


MR. HUDENBURG 


Of Joint Commission Surveys 


Mental institutions in the United 
States and Canada have been noti- 
fied by the Joint Commission on 
Accreditation of Hospitals and the 
American Psychiatric Association 
that after Jan. 1, 1958, JCAH will 
survey the institutions upon re- 
quest. 
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Mental institutions already on 
the JCAH’s accredited list will 
be surveyed automatically at the 
proper time and will be notified 
at least two weeks before the sur- 
vey is to be made. 

Institutions which have never 
been surveyed should notify JCAH 
if they wish to be surveyed. Any 
requests should be made to the 
commission before Jan. 1. 

The Joint Commission’s survey 
does not prevent a survey by APA, 
if the institution wants it and 
makes such a request. 


Maternal, Infant Care Group 
Changes Name, Officers 


The American Association for 
Maternal and Infant Health (for- 
merly the American Committee on 
Maternal Welfare) named the fol- 
lowing officers at the Seventh 
American Congress of Maternal 
Care June 7-12, Chicago: 

President, Dr. Bayard Carter, 
professor and head of the Depart- 
ment of Obstetrics and Gynecology, 
Duke Hospital, Durham, N. C. 

President-elect, Dr. M. Edward 
Davis, chief of service, Chicago 
Lying-In Hospital; professor and 
head of Department of Obstetrics 
and Gynecology, University of 
Chicago School of Medicine. 

Treasurer, ge B. Treat, di- 
rector, Clara 

Maternal Health, Flint, Mich.; 
president, National Council on 
Family Relations. 

Secretary, Dr. William C. Keetel, 
professor of obstetrics and gyne- 
cology, State University of Iowa. 

First assistant secretary, Dr. 
Deane M. Farley, assistant attend- 
ing obstetrician and gynecologist, 


izabeth Fund for 


University of Illinois Research and 


Educational Hospital, Chicago; as- 
sociate attending gynecologist, 
Cook County Hospital, Chicago, 
and attending obstetrician and 
gynecologist, MacNeal Memorial 
Hospital, Berwyn, III. 


New Hospital Group Officers 


Indianapolis Area Hospital Council: 
president, Robert W. Carithers, as- 
sistant superintendent, Methodist 
Hospital; vice president, Elton T. 
Ridley, assistant administrator, In- 
diana University Medical Center: 
secretary-treasurer, Richard P. 
Condelaro, controller, Community 
Hospital. 

Maine Hospital Association: presi- 
dent, Lawrence H. MacDougall, 
administrative assistant, Eastern 
Maine General Hospital, Bangor; 
president-elect, Matthew I. Bar- 


ron, director, Portland Welfare 


Department; treasurer, Willard 
Mosher, business manager, Web- 
ber Hospital, Biddeford; secre- 
tary, Donald M. Rosenberger, di- 
rector, Maine Medical Center, 
Portland. 

Michigan Hospital Association: presi- 
dent, Ralph C. Hutchins, superin- 
tendent, Gratiot Community Hos- 
pital, Alma; president-elect George 
E. Cartmill Jr., director, Harper 
Hospital, Detroit; first vice presi- 
dent, John D. Morrison, board 
member, St. Luke’s Hospital, Mar- 
quette; second vice president, Hel- 


Mahaffey, R.N., Hayes-Green- 


Beach-County Memorial Hospital, 
Charlotte; treasurer, Bentley Fred- 
erick, Little Traverse Hospital, 
Petoskey. 

Greater Detroit Area Hospital Council: 
president, Allen W. Merrell; vice 


ALABAMA 


J. FRANK BYNUM 


1957 State Association Presidents 
NEW YORK OHIO 


LAWRENCE J. BRADLEY 


WAYNE B. FOSTER 


Administrator Director Administrator 
Gibson Hospital Genesee Hospital Holzer Hospital 
Enterprise : Rochester Gallipolis 
(46 beds) (252 beds) (125 beds) 
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president, Dr. Robin -C. Buerki, 
executive director, Henry Ford 
‘Hospital; vice president, Bishop 
John A. Donovan; vice president, 
Max M. Fisher; vice president, 
Walter C. Laidlaw; treasurer, John 
N. McLucas; secretary, Jacques 
Cousin, council executive director. 

New Hampshire Hospital Association: 
president, Norman R._ Brown, 
administrator, Concord Hospital, 
Concord; vice president, Vernon L. 
Ballard, administrator, Claremont 
Hospital, Claremont; treasurer, Al- 
bert L. Beaulieu, administrator, 
Sceva Speare Memorial Hospital, 


Plymouth; secretary, Thomas Ed- 


ney, New Hampshire-Vermont 
Hospitalization (Blue Cross), Con- 
cord. 

New Jersey Hospital Association: 
president, Ralph E. Vannozzi, ad- 
ministrator, Bridgeton Hospital, 
Bridgeton; president-elect, Dr. 
Abram L. Van Horn, medical 
director, Kate Macy Ladd Conva- 
lescent Home, Far Hills; vice pres- 
ident, David V. Carter, adminis- 


trator, Fitkin Memorial Hospital, - 


-Neptune; treasurer, Nelson O. 
Lindley, administrator, Somerset 
Hospital, Somerville. 

Hospital Council of Brooklyn, Long 
island, and Staten Island (N. Y.): presi- 
‘dent, Sidney L. Moody, superin- 
tendent, Carson C. Peck Memorial 
Hospital, Brooklyn; president- 
eleet, Vernon Stutzman, director, 
Methodist Hospital of Brooklyn; 
vice president, Frederick Holbrook, 
director, Booth Memorial Hospital, 
Flushing; secretary, Marshall G. 
Ause, executive administrator, Lu- 
theran Medical Center, Brooklyn; 
treasurer, Kathryn R. Dooley, R.N., 


administrative director, Caledonian: 


Hospital, Brooklyn. 

Tri-County Hospital Council, Canton, 
Ohio: president, Harold Alden, ad- 
ministrator, Union Hospital, Dover; 
vice president, Robert Carey, ad- 
ministrator, Alliance City Hospital, 


Alliance; secretary, Delores Badg- . 


er, administrator, Dunlap Memo- 
rial Hospital, Orrville. 

Hospital Council of Philadelphia: 
chairman, Charles J. Seltzer Jr., 
St. Luke’s and Children’s Medical 
Center; vice chairman, Walter B. 
Gibbons, Misericordia and Wills 
Eye. Hospital; vice chairman, Je- 
rome Bennett, Albert Einstein 
Medical Center; secretary, Bran- 
don Barringer, Jefferson Medical 
College; treasurer, Paul W. Sutro, 
Northeastern Hospital. 

Comite des Hopitaux du Quebec: 
president, Rev. Hector L. Bertrand, 


S. J.; first vice president, Mother | 


Ste.-Jeanne-de-Chantal, O. S. A:; 
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second vice’ president, Mother 
Paul-du-Sacre-Coeur, F. C. S. P.; 
secretary, Sister Madeleine Du- 
rand, F. ©. 3S. P. 


Dr. Smiley Heads Council 


Dr. .Dean F. Smiley has been 
appointed director of the Educa- 
tional Council for Foreign Medical 
Graduates. Dr. Smiley is presently 
secretary of the Association of 
American Medical Colleges. He as- 
sumed part-time duties with the 
council on July 15 and is to assume 
full-time responsibility on Oct. 1. 


(An article on the council’s pro- 
posed program begins on p. 32.) 


Blue Cross Commission 
Makes Personnel Changes 


The following changes in the 
responsibilities of Blue Cross Com- 
mission headquarters staff mem- 
bers have been made, Richard M. 
Jones, commission director, re- 
cently announced: 

@® Raymond W. Mody has been 
designated assistant director for 
external operations. He will be 
responsible for general supervision 


| INTRAVENOUS STAND 


CONDUCTIVE RUBBER 
COVERED FOAM RUBBER 


: RUBBER PADDED LITTER PAD 
END RAIL SHOULDER BRACES ADJUSTABLE 
[SIDE RAIL 
FOWLER 
| \ ATTACHMENT 
ax CANVAS 
RESTRAINING 
| TRAPS 


HEAD OR FOOT 


| Py LIFT 


HYDRAULIC 


EXTENSION 
pa: 
BLANKET SHELF 


Check with 


\/ FOR RECOVERY ROOM 


efficiently ... 


Recovery Room use 


space requirement. 


Write today for complete details. 


examination tables, and commodes. 


FORK LOCKS SWIVEL FORKS 
CONDUCTIVE 
Model 
BALL BEARING ode! 866 
WHEELS 


Gendron’s complete line of wheeled stretchers offer 
equipment to perform every hospital stretcher duty 
economically. Gendron quality, de- 
pendability and research is a “built-in” factor on all 
stretcher equipment from the fully equipped Re- 
covery Room stretcher that is specially designed for 
... to the new folding, multi- 
purpose wheel stretcher that folds to 1/3 the usual 


Manufacturers of a complete line of wheel chairs, wheel stretchers, 


Wheel Gnpang 


PERRYSBURG, OHIO 


| for your 
_fory 


Wheel Stretcher requirements 


GENERAL USE 


\f 


Lif 
we 


= 
~ 


Model 870 


| 
| 
mee if | =. 
Bigg 
i\* 
99 


Naval School of Hospital Administration 


NAVAL SCHOOL OF HOSPITAL ADMINISTRATION graduates are, (from 
left) front row: (staff officers) CWO William B. Pitzer, USN; Lt. J. R. 
Wilson, MSC, USN; Lt. Comdr. W. S. Anderson, MSC, USN; Lt. Comdr. H. 
E. Hoche, MSC, USN; Lt. Comdr. E. L. Van Landingham Jr., MSC, USN; 
Comdr. C. L. Crawford, MSC, USN; Lt. Comdr. J. S. May, MSC, USN; 
Lt. Comdr. F. B. Sontag, MSC, USN; Lt. R. M. Tennille Jr., MSC, USN; 
Lt. L. H. McKerley, MSC, USN; CWO H. B. Parks, MSC, USN. Second 
row: (officer students) Lt. (jg) G. |. Dobbs, MSC, USN; Lt. (jg) E. W. 
Riser, MSC, USN; Lt. (jg) R. L. Talley, MSC, USN; Capt. R. M. Stoker, 
USAF; Ist Lt. F. R. Parsons Jr., USAF; Ist Lt. C. C. Harmon Jr., USAF; 
Capt. E. H. Brown, USAF; Capt. R. F. Maiello, USAF; Capt. C. F. Palla- 
dino, USAF; Lt. R. L. Gill, MSC, USN; Lt. Comdr. C. W. Bowman, MSC, 
USN; Lt. Comdr. R. Carson, MSC, USN. Third row: tt. (jg) C. C. Adams 
Jr., MSC, USN; Lt. (jg) 1. O. Stallings, MSC, USN; Lt. E. D. Mateik, MSC, 
USN; Wardmaster Lt. Iqbal Hussain (Pakistan); Sub Lt. R. H. Whetmore 
(Canada); Comdr. Yu-Piao Chin (China); Lt. U. J. Bender, MSC, USN; 
Lt. E. H. Dempewolf, MSC, USN; Lt. (jg) F. W. Van Buskirk, MSC, USN; 


Lt. (jg) C. E. Beyer, MSC, USN. Fourth row: Lt. (jg) R. S. Ruffin, MSC, 
USN; Lt. (jg) D. A. Rowell, MSC USN; Lt. (jg) G. G. Forrester Jr., MSC, 
USN; Lt. C. F. Welch, MSC, USN; Lt. D. C. Harvey, MSC, USN; Lt. (jg) 
J. J. Devane, MSC, USN; Lt. W. J. Shaffer, MSC, USN; Lt. (jg) M. H. | 
Goon, MSC, USN; Lt. (jg) J. W. Richardson, MSC, USN; Lt. F. A. Zaller, 

MSC, USN; Lt. (jg) D. H. Turner, MSC, USN; Lt. (jg) J. R. Reed, MSC, 
USN. Fifth row: Lt. M. A. Comstock, MSC, USN; Lt. J. T. Holcombe, 
MSC, USN; Lt. (jg) L. J. Schaffner, MSC, USN; Lt. (jg) J. C. Smout, MSC, 
USN; Lt. (jg) W. L. Long, MSC, USN; Lt. M. D. Bergquist Jr., MSC, USN; 
Lt. (jg) R. Neuman, MSC, USN; Lt. G. E. Elliott, MSC, USN; Lt. C. R. 
Johnson, MSC, USN; Lt. (jg) H. J. Janson, MSC, USN. Sixth row: (staff 
enlisted) H. M. Marshall, USN; E. T.. Snow, USN; H. Peck, USN; D. C. 
Baker, USNR-R; E. M. Bryant Jr., USN; H. H. Betzner, USN; J. R. Sheri- 
dan, USN; G. L. Miles, USN; G. D. Van Etten, USN; G. L. Keefer Jr., 
USN. Through an oversight, the photograph of Naval School of Hospital 
Administration graduates in the July 1 issue of this Journal only showed 
those graduates who are members of the American Hospital Association. 


of public relations and hospital 
relations matters, in addition to 
his field service activities. 

@® Lawrence W. Pfeiffer has been 
designated executive assistant. He 
will carry out general duties with- 
in the executive division. 

® Richard B. Stuckey has been 


iprocity Division. He will be re- 


not yet been set up. However, until 
the specific functions and territorial 
responsibilities of regional offices 
are defined and announced, all 
communications should be sent to 
the national office, BCA stated. center. 


Hospital Bills Approved 
designated assistant manager. Rec- _By Connecticut Assembly 


empting hospitals from the mini- 
mum wage law which has raised 
its minimum to $1. 

@A bill authorizing establish- 
ment of a state poison information 


HIA Names Award Winners 


Winners of technical award com- 
petitions conducted by 11 hospital 


sponsible for assisting the division 
manager with dependents of serv- 
icemen, Inter-Plan Bank, and In- 
ter-Plan Transfer activities. 


Blue Cross Association 


Sets Up Regional Office 


Gerald M. Green has been ap- 
pointed manager of the New York 
City regional office of the Blue 
Cross Association. Mr, Green had 
previously been employed by the 
Hospital Service of Southern Cali- 
fornia and Health Service Inc., 
New York City. Mr. Green’s office 
will be at the national BCA head- 
quarters, 55 East 34th Street, New 
York City. 

The association announced that 
its board of governors has approved 
the establishment of a_ regional. 
office in Atlanta, but the office has 
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The Connecticut General Assem- 
bly recently passed the following 
bills which are of special interest 
to hospitals: 

@ A bill establishing a statute of 
limitation in personal injury and 
death cases, including malpractice 
claims against hospitals, at one 
year from the date the injury 
is sustained or discovered, which- 
ever is later, with a maximum of 


three years from the date of the 


negligent act; the present law is 
one year from the date of the 
negligent act. 

@ A bill stating that psychiatric 
inpatient services at general hos- 
pitals are to be regulated under 
the hospital licensing statute. 

@ A bill making the state’s min- 
imum wage $1. Hospitals are not 
exempted under this measure. Con- 
necticut is the first state not ex- 


associations during the past year 
have been announced. by the Hos- 
pital Industries’ Association. HIA 
sponsors the competitions at vari- 
ous hospital association .conven- 
tions across the country. 


The winners are: 


AMERICAN HOSPITAL ASSOCIATION 


For booths 200 sq. ft. and under: 1st— 
Crane Company; honorable mention—Mc- 
Kesson and Robbins Inc., Lawson Asso- 
ciates Inc. : 

For booths over 200 sq. ft.: Ist—South- 
ern Cross Manufacturing Company; hon- 
orable mention—Simmons Company, Glas- 
co Products Company. 

Catholic Hospital Association 

Ist—John Sexton and Company; honor- 
able mention—H. J. Heinz Company, Eli 
Lilly and Company. 

Kentucky Hospital Association 

Ist—V. Mueller and Company; honorable 
mention—American Hospital Supply, Re- 
cordak Company. 

Middle Atlantic Hospital Assembly 
lst—Southern Cross Manufacturing Cor- 
poration; honorable mention—Hill-Rom 
Company, American Sterilizer Company. 
Midwest Hospital Association 
lst—Johnson Service Company; honor- 
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able mention—Arketex Ceramic Corpora- 
tion, John Sexton and Company. : 
New England Hospital Assembly 
lst—American Sterilizer Company; hon- 
orable mention—Baxter Laboratories In- 
corporated, Dictaphone Corporation. 
Ohio Hospital Association 
Ist—Ar-Kay Industries’ Incorporated; 
honorable mention—Will Ross Inc., Hos- 
pital Photo Guild Inc. 
Southeastern Hospital Conference 
Ist—-Will Ross, Inc.; honorable men- 
tion—Mosaic Tile Company, Hunter-Doug- 
las Aluminum Corporation.’ 
Texas Hospital Association 
lst—Big Three Welding Equipment Com- 
pany; honorable mention—Will Ross Inc., 
Suniland Furniture. 
Tri-State Hospital Assembly ; 
lst—Acme Visible Records Inc.:; honor- 
able mention—American Hospital Supply 
Corporation, Hill-Rom Company. 
Upper Midwest Hospital Conference 
lst—Hill-Rom Company: honorable 
mention—Physicians and Hospital Supply, 
Puritan Compressed Gas Corporation. 


Observations on 
Japanese hospitals 


(Continued from page 37) 


ciation, organized only a decade 
-ago to assist in the rationing of 
hospital supplies at the end of 
World War II is now publishing 
an official journal. 

The association must expand its 
activities in the field of research 
in hospital administration, stand- 
ardization of hospital supplies and 
hospital care, and representation of 


member hospitals to government, 
other health agencies and the pub- 
lic. It must, of course, work in 
close partnership with the Japa- 
nese Medical Association for the 


welfare of the people of Japan. 


The author would like to em- 
phasize that much that was praise- 
worthy was seen during the study 
period in Japan. Especially note- 
worthy was the deep devotion of 
hospital staffs, professional and 
nonprofessional, to the cause of the 
best possible patient care. That the 
quality of hospital care is not high- 
er is due to factors over which the 
staffs have little if any control. 
This report is not intended to 
derogate in any degree the efforts 
of those who labor so devotedly in 
the Japanese hospital system. 

It does try to point out the root 
problems, problems which must be 
solved if the dedicated skills of 
Japanese hospital personnel are to 
be used to the fullest to bring 
to the Japanese people the high 
quality of hospital care which all 
people deserve and which is attain- 


able in Japan. 
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1. Report of Commission on Financing of 


Hospital Care, Vol. 1, “Factors Affecting 
the Costs of Hospital Care.” 

z. Commission on Hospital Care. Hospital 
Care in the United States. Commonwealth 
Fund, N. Y., 1947. 

3. Commission on Financing of Hospital 
Care. 3 volumes. McGraw-Hill Book Com- 
pany, Inc., N. Y. 

4. A brief report on Public Health Ad- 
ministration in Japan, 1956. Ministry of 
Health and Welfare, Japanese Govern- 
ment, and Statistics Concerning Hospitals 
in Japan, unpublished, prepared for the 
author. 


The other side of 
disaster planning 
(Continued from page 51) 


zens in an emergency. It is esti- 
mated that there are 4,000 beds 
available at any one time for any 
disaster, major or minor. Facilities 
include bed, food, lavatory and 
care for every conceivable type of 
injury or accident. All _ sizable 
buildings such as churches, audi- 
toriums, high schools, and large 
homes have been surveyed as to 
area, outlets available, feeding fa- 
cilities, and other services needed 
in an emergency. | 
Community planning of this 
character makes the position of the 
hospital stronger in the event of 
disasters. Such planning was a 
major factor in the hospital’s suc- 


a new milestone in surgical ILLUMINATION 


anced 


tion. 


The Super Hanaulux 


This light embodies a new concept in 
surgical illumination . .. nine pencils of 
light converging in the operating field, with 
comfortable, plastic effect. Lighting engi- 
neers know that a certain amount of con- 
trast is needed for distinguishing things. 
The multiple pencils of light of the Super 
Hanaulux permit such contrast and defini- 
tion without having dark fields cast by 
hands or head of the surgeon. 


This model can be procured with photo- 
graphic 
camera with Schneider lens, two bal- 
synchronized 
units, focusing lights. 
tures can be taken during an opera- 
Automatic film advance and full 
synchronization assure no interruption 
of operative procedure. 


equipment including, Robot 


electronic flash 
Up to 54 pic- 


For Additiona! Information, Write to. 


IN UNITED STATES IN CANADA 

“HOSPITAL EQUIPMENT DIVISION J. F. HARTZ CO., 

OVERSEAS SERVICE CORPORATION | 32 GRENVILLE STREET 
DUPONT CIRCLE BUILDING TORONTO 5. ONTARIO. 

WASHINGTON 6. D.C CANADA. 

OFFICES IN TEN MAJOR CITIES 


nter — National Institutes of Health 
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HUDSON 
PLASTIC OXYGEN MASKS 
AND 
NASAL CANNULAE 


HUDSON 
MODEL NO. 30 
PLASTIC NASAL 
CANNULA 
A NEW CONCEPT FOR 
COMFORTABLE OXYGEN THERAPY 


HUDSON OFFERS THE MOST 

COMPLETE LINE OF PLASTIC 

OXYGEN MASKS AND NASAL 

CANNULAE EVER MADE 

PLASTIC MASKS FOR ALL TECHNIQUES 

e Disposable or long lasting 

e Priced to permit individual use 

e Two sizes for medium concentration 
without breathing bag 

e Two sizes for high concentration with 
breathing bag 

A Scientifically designed for free and 
easy breathing 


e Anatomically molded to assure per- 
fect fit 
e Light in weight (less than one ounce) 


e Soft and flexible for extreme comfort 

e Individually packaged in clean plastic 
bags 

e Supplied with self retaining elastic 
head straps 


New Model #10 without breathing bag allows 
extreme comfort for the long term user. 


Send for Catalog No. 17 showing the 
complete line of Hudson Oxygen 
Therapy Equipment 


HUDSON 

OXYGEN THERAPY SALES CO. 
2801 HYPERION AVENUE 

LOS ANGELES, 27, CALIFORNIA 


cess in combating the flood disas- 
ter and a fire some six weeks 
later. It-is obvious, then, that 
a disaster plan for any hospital 
must be closely coordinated with 
and supplemental to the over-all 
community and county disaster 
planning carried out by civil de- 
fense, the Red Cross and other 
service groups. . 


Hospital association 
meetings 


(Continued from page 6) 


Vermont Hospital Association— October 
18; Pico Peak, Rutland (Long Trail 
Lodge) 

Virginia Hospital Association—Novembe: 
16-17; Roanoke (Hotel Roanoke) 
Washington Hospital Association — No- 

vember 6-7; Seattle (Olympic Hotel) 

West Virginia Hospital Association —— 
August 1-3; White Sulphur Springs 
(Green Briar Hotel) 

Wyoming Hospital Association——October 
17-18; Casper (Memorial Hospital of 
Natrona County) 


AHA INSTITUTES 


(THROUGH JANUARY 1958) 


Dietary Department Administration — 
August 5-9; Los Angeles (Ambassador 
Hotel) 

Hospital Pharmacy—August 19-23; Chi- 
cago (University of Chicago) 

“Staffing’’ (Nursing) Department Insti- 
tute —-September 23-26; New York 
City (Sheraton-McAlpin Hotel) 

Operating Room Administration — Octo- 
ber 7-10; Kansas City, Mo. (President 
Hotel) 

Insurance for Hospitals—October 9-10; 
Hartford, Conn. (Statler Hotel) 

Methods Improvement Workshop—Octo- 
ber 14-18; Augusta, Ga. (Bon-Air 
Hotel) 

Medical Record Library Personnel—Octo- 
ber 21-23; Albuquerque, N. Mex. 
(Hilton Hotel) 

Disaster Planning—October 30-Novem- 
ber 1; Jacksonville, Fla. (George 
Washington Hotel) 

Evening and Night Nursing Service Ad- 
ministration Institute —- October 28- 
November |; Riverside, Calif. (Mission 
Inn) 

Hospital Auxiliary Leadership——Novem- 
ber 4-5; Hartford, Conn. (Statler 
Hotel) 

Physical Therapy—November 4-8; Bos- 
ton (Somerset Hotel) 

Housekeeping — November | 1-15; Tor- 
onto, Canada (King Edward Hotel) 
Nursing Service Administration—Novem- 
ber 11-15; Honolulu, Hawaii (Prin- 

cess Kaiulani) 

Medical Record Library Personnel — 
November 11-15; Boston (Sheraton- 
Plaza Hotel) 

Seventh Hospital Institute —- November 
18-22; Honolulu, Hawaii (Princess 
Kaiulani) 

Hospital Safety Seminar—November | 8- 
22; Chicago (Congress Hotel) 


Centralized recruiting 
for health careers 


(Continued from page 53) 


initiated on a part-time voluntary 
basis, the job is too big to be per- 
formed successfully for any length 
of time in this manner. 

Further, the job is too impor- 
tant not to have city-wide stature 
and recognition. Every effort 
should be made to eliminate du- 
plication of activities; to assure all 
areas are being covered; and to 
give attention to securing top flight 


personnel. 


From our experience we have 
found the following definite ad- 
vantages result from our program 
of recruiting for all health careers 
as contrasted to our original. pro- 
gram of recruiting only nursing 
personnel: | 

@ The exchange of information, 
objectives, and ideas between rep- 
resentatives from the various pro- 
fessional. groups and _ institutions 
contributes to a better understand- 
ing of the problems outside one’s 
own group or institution. It breaks: 
down provincialism and provides 
an insight into comprehensive com- 
munity problems. 

@ There has been so much re- 
cruiting by various professional 
and occupational groups that some 
school systems have restricted vis- 
itations. It is much easier to get 
good representation on a_ school 
career or vocational program by 
combining efforts and having an 
inclusive presentation. 

@ The discussion of mutual plans 
and exchange of information be- 
tween groups provide friendly 
competition and the development 
of more effective individual pro- 
grams. 

@ Duplication of individual ef- 
fort is practically eliminated and 
greater activity is encouraged 
along the lines of a planned well- 
rounded program. 

@® The magnitude of the prob- 
lem for securing adequate per- 
sonnel to meet community require- 
ments is appreciated. It emphasizes 
that the job cannot be. done 
by sporadic bursts of activity if 
we are to attract the best per- 
sonnel and make them aware of 
their opportunities for employment 
in the health field. = 


HOSPITALS, J.A.H.A. 
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PRO 


JOHN H. HAYES 


While more and more men be- 
come do-it-yourself experts, more 
and more women buy ready-mixed 
pie, cake and other mixtures and 
don’t do it themselves. | 

If you were able to live your 
life over again you would still 
make mistakes—but different ones. 

I think I heard this one some- 
where; but it bears repeating: 
What this country needs is a good 
five cent nickel. 

A patient day cost of $23 
amounts to $8,395 per annum per 
bed. At 4 per cent interest this 
would require an endowment of 
$210,000. 

And we used to endow beds at 
$5,000 in perpetuity! | 

By the way, how long is per- 
petuity? 

-® 

The wife of a patient told her 
husband’s friends not to send him 
any flowers because he was so busy 
looking at the pretty nurses he 
wouldn’t notice the flowers. 

2 

Things aren’t what they should 
be. When a man is young and has 
little money he has a big appe- 
tite. When he gets older and richer 
he has ulcers. 

I sometimes think that children 
respect their grandparents so much 
because they realize what a tough 
time the grandparents must have 
had in bringing up the children’s 
parents. 

@ 

I grew up thinking that atoms 
were the smallest things in the 
world. According to the papers, 


atoms are the largest things in 


our lives today. 
No. doubt someone will. soon 
start a movement to have all holi- 
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days fall on Thursday or Tuesday, 
in order to get off four days in 
a row. 

Whatever happened to those old 
fashioned people who liked to 


work? 


So long as the Bible continues 
to be the best seller this country 
has nothing to fear. 

If doctors billed patients accord- 
ing to what their services were 
worth many doctors would be mil- 


lionaires. 


Some would be broke. 
I know that this also applies to 
many other kinds of work. 
@ 
WARD MUSIC 
The rustle of a nurse’s dress; 
The sound of loved ones coming, 
Their deep affection to express; 
The busy ward maid’s humming; 
The doctor’s words when you 
retrieve 
Your health and lose your fears; 
Your footfalls as those walls you 
leave; 
Are music to your ears. 


Member. 


FUND RAISING COUNSEL 


Successful Fund Raising Campaigns 
for St. Joseph Hospital, Lancaster, 
Pennsylvania, now have been com- 


pleted. 


In excess of $2,000,000 has been 
raised during the programs in 1949, 
1954 and 1957. 


Our hats are off once again to the 
People of Lancaster, to the good 
Sisters of St. Francis, and to the 
Hospital’s outstanding lay Board, 
for their continuing cooperation 
in behalf of the best in Hospital 
facilities for Lancaster County. 


It is no accident that all three of 
these campaigns were Directed by 
LAWSON ASSOCIATES. 

This is a confidence which makes us 
verv, very proud. It is a confidence, 
however, which is more important to ‘ 
you as an Administrator or Board | 


LAWSON ASSOCIATES 


ROCKVILLE CENTRE, N. Y. 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3—Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Twenty-five cents 
a word; minimum charge $3.50. per 


insertion. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations. 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


FOR SALE 


One Scanlon-Morris Steam Sterilizer, 16” 
x 24”, model A-420, Monel metal over-all 
with stainless steel outside jacket. Excel- 
lent condition. $400.00 f.0.b. Central Suffolk 
Hospital, Riverhead, New York. 


POSITIONS OPEN 


MEDICAL TECHNOLOGIST (ASCP)—5s0- 


bed general hospital laboratory, experi- 
enced, one other technician already em- 
ployed, maintenance available, county seat 
Northern Virginia. Write Shenandoah 
County Memorial Hospital, Woodstock, 
Virginia. 


PURCHASING AGENT, Male, 500 bed 
hospital, Chicago Residential area. Mini- 
mum 10 years comprehensive purchasing 
experience. Excellent opportunity. Good 
policies. Address HOSPITALS, Box H-73. 


REGISTERED NURSES—for staff duty in 
all departments; 674-bed general hospital 
located in industrial city (500,000 popula- 
tion.) Liberal personnel policies; 40-hour 
week. For further information please ap- 
ply to Director of Nursing, Miami Valley 
Hospital, Dayton 9, Ohio. 


LABORATORY TECHNICIAN—Small Ohio 
Hospital Board not required. Salary open. 
Liberal overtime. Write HOSPITALS, Box 


ASSISTANT HOSPITAL ADMINISTRA- 
TOR — Milwaukee, Wisconsin — $908.78- 
$1104.45 per month. College raduate: 
master’s degree in hospital admin. or 
doctor’ s degree in medicine desirable. Five 
years’ experience as administrator, asst. 
administrator or admin. assistant in hos- 
pital administration or closely allied field. 
Formal applications must be filed before 

P. August 28, 1957: Milwaukee 
County Civil Service Commission, Room 
206, Courthouse, Milwaukee 3, Wisconsin. 


CLINICAL INSTRUCTOR — Medical and 
surgical nursing; in integrated program: 
affiliated with Drake University: 200 stu- 
dents in school; 400-bed, fully approved, 


non-profit hospital. Minimum qualifica- 
tions: B.S. degree preferably in nursing 
education. Salary open. 40-hour work 
week; 20 working days vacation; sick 


benefits. Position open immediately. Apply 
Director of Nursing, Iowa Methodist Has. 
pital, Des Moines, Iowa. 


DIRECTOR — NURSING SERVICE AND 
EDUCATION: 300 bed general hospital, 
with 150-student school of nursing, and 
expansion program in progress, needs Di- 
rector of Nursing to be responsible for 
Nursing Service and School of Nursing. 
Applicants should be in excellent health, 
between approximate ages of 35-45 and 
of Protestant faith. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of Midwest’s foremost 
institutions, centrally located in city and 
convenient to outstanding residential and 
shopping facilities. Contact, Personnel Di- 
rector, Milwaukee Hospital, 2200 West 
Kilbourn Avenue, Milwaukee 3, Wisconsin. 
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THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 


Chicago 11, Illinois 


ADMINISTRATORS: (a). Med. dir., new 
200-bed hcsp. specializing geriatrics; oppor. 
tch’g, med. school 20 miles away; MW. (b) 
Ass’t med. dir., 450-bed gen. hosp: duties 
include dir. res. prog; outside US; delight- 
ful climate. (c) Dir., 325-bed gen. hosp; 
coll. town, MW. (d) Adm., 165-bed hosp. 
affil. with coll. adjacent to hosp; So. (e) 
250-bed hosp; $10,000, family mtce; 
g. (f) Young adm., new gen. hosp.., 
- Calif. (g) Ass’t adm; vol. gen. 
hosp., 160 beds; yr. round resort city, MW; 
pref. one well qual. pub. relations. (h) 
Ass’t; pref. with accounting exp; gen. 
200-bed hosp; med. school center, E. (i) 
Woman adm; small hosp; near San Fran- 
cisco. H8-1 


ANESTHETISTS: (a) Free lance, near 
Kansas City; fine oppor. (b) Join group 
M.D’s, Greater Manhattan area; salary, 
percentage. (c) Staff; lge Hawaiian Islands 
hsp., near beach; transportation reim- 
bursed; $5400 up. (d) Staff; dept headed 
by M.D.: lge, gen. hosp. San Francisco 
Bay area; sal. commensurate exp. H8-2 


DIETITIANS: (a) Chief, 700-bed gen. 

hosp; univ. city, E; top salary. (b) Chief, 

500- ye of hosp; med. school city, MW; 
. H8-3 


$7500 


DIRECTORS OF NURSING: (a) Dir. serv- 
ice and school; 400-bed hosp; expansion 
program; 100 students; commuting dis- 
tance NYC: $7-$10,000. (b) Dir. nursing 
service; 200-bed hosp; highly important 
status; also ass’t dir., Wash. D.C. vicinity; 
good sal. potential. (c) Dir., head new 
practical nurse prog: city pub. school 
system; near famous mountain resort NY; 
top sal. (d) Dir. of nurses; lge renowned 
gen. hosp; Fla. leading resort city; out- 
standing oppor. H8-4 


EXECUTIVE HOUSEKEEPERS: (a) Two 
hospitals, 260 total beds; univ. city, MW; 
$5200. (b) New 200-bed hosp: coli. town, 
So; $4200-$5400. H8-5 


EXECUTIVE PERSONNEL: (a) Executive 
sec’y, med. society; W. (b) Pub. relations 
& personnel dir; 210-bed hosp; expansion 
prog; Conn. (c) Bus. mgr; 450-bed hosp; 
strong accounting background req; $9000; 
MW. (d) Engineer, civil or mech; pref. 
exp. Hill-Burton hosps; $10,000. (e) Food 
service, dir; 500-bed hosp; excel. offer; 
univ. city, E. (f) Purchasing dir; 400-bed 
hosp; univ. city, MW. H8-6 


FACULTY POSTS: (a) Ped., N.A. Surg. 
instructors; foreign apptmt; leading Amer- 
ican-owned co; $10,500, paid air travel. 
(b) Dir. ed., 175 students; 
complete responsibility for school; 
up: leading MW ind. city. (c) Chairman, 


nurse educ. prog., state coll; $8000. (d) 
Chairman; med-surg. dept, renowned 
univ; academic ap Inst. Calif. 
city coll, adult e prog; top 
salary. - 


MEDICAL RECORD LIBRARIANS: (a) 
Consultant; oversee well organized depts 
of 2 hosps, 200, 65 beds; coll. town, sum- 
mer resort Upper Mich: $5000 up. (b) 
Chief; lge univ. tch hosp; ideal Fla. 
vacation land; $5500. 


SOCIAL WORKER: Ass'’t. prof. of nurs- 
ing; univ. extension division; considera- 
ble travel. H8-9 


(a) Ped., central supply, 


SUPERVISORS: 
Amer. owned co: 


surg; foreign apptmts; 
$10,500, paid air travel. (b) OR; 350-bed 
hosp. near Lake Mich. resort; male or 
female; $5500 up. (c) Floor or specialty: 
ready assume as Dir., 50-bed 
hosp., Fla; $4800 up. (d) OR; busy surg; 
estab. hosp; commuting distance 
; $5000 up. H8-10 


Wo ODWARD 
sonnel Bureau 


al RLY ATNOE'S 


3rd flooreias N.WABASH AVE. 
CHICAGO | 
®ANN WOODWARD Director 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) Med; very lge 
fully apprv’d vol gen tech’g gen eo A 
attrac sal; lge cty; E. (b) 350 bd gen fully 
apprv’d; tch’g prog; outstand’g staff; univ 
cty on Great Lakes. (c) 200 bd gen JCAH 
hosp; re’s degree & exp; age not impor: 
Ige cty; SW. (d) 370 bd gen hosp; fully 
apprv’d; TB unit; $7500-$10,000, 6 rm apt . 
mtce: twn 125,000: New England. (e) Dept 
of Hith: reqs either MPH; MPHA; MHA 
w/some exp wk; one of larger cities: 
Alaska. (f) Req’s degree or 5 yrs exp: 2 
new 125 bd gen hosps: salary range $9600- 
$15,000; Detroit Area. 


ASSISTANT ADMINISTRATORS: (a) Re- 
port to med dir; 350 bd gen hosp; $8,000: 
Calif. (c) 180 bds expand’g to 300; JCAH 
hosp; $10-12,000; MW. (d) JCAH vol gen 
hospital 350 bds; nurses’ trn’g schl; report 
dir FACHA; South. (e) Fully apprv’d 400 
bd vol gen hosp; Irger city on Great Lakes. 
(f) 500 bd JCAH hosp expand’g to 700: 
emphasis of fiscal affairs; work under hosp 
dir, have full suprvsn sev emplys: req’s 
adm exp & education equal to coll degree: 
MW. (gy Req’s hosp degree; 165 bd- vol 
gen JCAH hosp; start sal $6000 upward: 
Igs univ cty;: MW. (h) W/aect'ng bkegrnd: 
able reorganize front office; 75 bd vol gen 
hosp; expand’g; 7,000 vic Boston. (i) Bus 
Offcr; report to adm: 100 bd gen JCAH 
hosp; req’s bus exp: New England 


ADMINISTRATIVE ASSISTANTS: (a) 
Very lge, fully apprv’d -gen vol hosp: to 
$6000: twn 100,000: MW. (b) New post, 
handie Purch & Pers; 200 bd convalescing 
home & hosp: excel potential; accommoda- 
tions if desired; university town: MW. 


We have many interesting gar 9 
in hospital administration. Please send for 
an Analysis Form so we may prepare an 
individual survey for you. 


STRICTLY CONFIDENTIAL 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill 


Blanche L. Shay, Director 


ADMINISTRATORS: (a) East. 260 bed 
general hospital. $7500-$10,000. (b) Mid- 
dle West. 105 bed hospital—good business 
office experience. To $10,500. (c) East. 50 
bed hospital—new. (d) Pacific Coast. pre- 
fer woman. 65 bed hospital. $5000. (e) 
Assistant. South. 350 bed hospital. Prin- 
ciple duties, personnel and purchasing. To 
$7800. (f) Administrative Assistant. Mid- 
dle East. 425 bed hospital. Excellent op- 
portunity to gain Administrative experi- 
ence. $6000. 


NOTE: We can secure for you the position 
you want in the hospital field, in the lo- 
cality you prefer. Write for an application 
—a postcard will do. All negotiations 
strictly confidential. 


HOSPITAL PERSONNEL BUREAU 


220 E. Lexington St. Baltimore 2, Md. 
No registration fee. LExington 9-5029 


C. J. Cotter Associates R. J. E. Guild 
NATION-WIDE PLACEMENT SERVICE 


Openings for Physicians, Administrators, 
Anesthetists, Dietitians, Director of Nurs- 
ing, Instructors and all RN Categories: 
Lab. and X-ray Technicians, Phys. Thera- 
pists, Social Workers, Pharmacists, Exect. 
Housekeepers, Comptrollers and all hospi- 
tal categories. 


Licensed Employment Agent 


HOSPITALS, J.A.H.A. 
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DIRECTOR OF NURSING SERVICE: 31 

bed hospital expanding to 62 beds within 

year. Liberal personnel policies, salary 

commensurate with responsibilities. Send 

resume of training and experience to Ad- 

ministrator, Cameron Hospital, Bryan, 
io. 


MEDICAL TECHNOLOGIST (A.S.C.P.) to 
direct technicians in active general hos- 
pital expanding to 75 beds. Two other 
technicians already employed. Reply stat- 
ing salary required. Immediate opening. 
Cafaro Memorial Hospital, Youngstown 3, 
Ohio. 


LIBRARIAN, MEDICAL RECORD—Regis- 
tered. To assume chargé of record room. 
135 bed general hospital, 40 hours—salary 
open. Contact Miss G. A. Cooper, Woman’s 
Hospital. Cleveland, Ohio. 


ANESTHETIST-NURSE. For 250 bed gen- 
eral hospital. Excellent working conditions 
and personnel policies. Good starting sal- 
ary. Write: Mr. Bert Stajich, Assistant 
Administrator, Columbia Hospital, 3321 N. 
Maryland Avenue, Milwaukee 11, Wiscon- 
sin. 


RESIDENT PHYSICIAN, male. Tennessee 
state license or eligible to take the Board. 
70 bed, general pediatric hospital. Antici- 
pating teaching program for approved 
residency in Pediatric and Orthopedic. 
Starting salary $500.00 per month plus 
maintenance. Contact: East Tennessee 
Children’s Hospital, Knoxville, Tennessee. 


DIETITIAN, ADA registered; Arkansas 
State Hospital for nervous diseases; salary 
$450-550, depending on qualifications; per- 
manent; 5 day, 40 hour week, paid vaca- 
tion and sick leave, state retirement bene- 
fits and social security; excellent working 
conditions. Write Granville L. Jones, M.D., 
Superintendent, Arkansas State Hospital, 
Little Rov k, Ark 


DIRECTOR OF NURSES: 132 bed JCAH 
app.oved general hospital and school of 
nursing. New school and dormitory facility 
is in planning stage. Hospital was new in 
1953. Bachelor’s degree required, master’s 
desirable. Salary commensurate with de- 
yvree and experience. Excellent personnel 
policies, social 
program. oe college town of 24, 
population. ply Administrator, Passa- 
vant Hospital, Jacksonville, 
Illinois. 


DIRECTOR OF NURSES: 80 bed general 


hospital fully accredited by the Joint Com- 
mission on Accreditation of Hospitals. Sal- 
ary oven. Excellent personnel policies and 
employees. benefits. Experience an de 

am preferred. Address HOSPITALS, Box 


PEDIATRIC TEACHING SUPERVISOR: 
Degree and pediatric es required. 
425 bed general hospital, 50 bed capacity 
in pediatric division. Administrative and 
teaching responsibilities. Salary commen- 
surate with qualifications and experience. 
Apply Director of Nursing, Queen's Hos- 
pital, Honolulu, T.H. 


ASSISTANT DIETITIAN: 150-bed genera] 
hospital; Excellent opportunity to gain 
therapeutic and administrative experi- 
ence; liberal personnel poli- 
cies. A omabenramer. Yakima Valley 


ADMINISTRATOR IN NURSING—Master's 
degree—Experienced in Nursing Education 
and Nursing Service, 300 bed Hospital 
School of Nursing, salary open TALE 

with Address HOSPITAL 

ox H- 


Yakima, 


Have immediate opening for 2 ANES- 
THETISTS. Good salary. 210-bed hospital. 
Good personnel policies. City of over 60,000. 
Write or call collect. Personnel Office 
Sioux Valley Hospital, Sioux Falls, South 
Dakota. 


STAFF NURSES—40 hour week, straight 
8 hours. Salary $300-325 a month. $15.00 
differential 3-11, $10.00 differential 11-7. 
Overtime. 7 paid holidays, 2 to 3 weeks paid 
vacation. 12 days a year sick leave. Blue 
Cross Group Insurance, Social Security. 
Notify: Hoemako Cooperative Hospital (41 
bed) Box 1837, Casa Grande, Arizona: 


LAB. TECHNICIANS—40 hour week, 
straight 8 hours. Salary $325-350. plus 25% 
of monthly call. 7 paid holidays. 2 to 3 
weeks paid vacation. 12 days a year sick 
leave. Blue Cross Group Insurance. Social 
Security. Notify: Hoemako Cooperative 
Hospital (41 bed) Box 1837, Casa Grande, 
Arizona. 
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security and retirement | 


POSITIONS WANTED 


Experienced male REGISTERED X-RAY 
TECHNICIAN, married with lab experi- 
ence desires new position with future. Ad- 
dress HOSPITALS, Box H-69. 


ADMINISTRATOR: Age 34, three years 
administrator of 31 bed hospital. BA in 
Economics and Education. Desire Advance- 
ment. Address HOSPITALS, Box H-65. 


ADMINISTRATOR of 50 bed hospital de- 
Sires change to larger hospital. Former 
Business Manager of 1000 bed hospital. 
B.A. & LLB Degrees. Age 34. Married. 
Address HOSPITALS, Box H-72. 


ANESTHETIST, desires a position in hos- 
pital in Wisconsin. Has had special train- 
ing in hospital which has a recognized 
anesthetic training department... One year 
experience in small hospital. Desires a 
er hospital. Address HOSPITALS, Box 


OUR 61st YEAR 


Wo ODWARD 
Personnel Bureau 


FORMERLY AZNOES 

3rd flooreras N. WABASH AVE. 
CHICAGO. 
®ANN WOODWARD Directo’ 


Telephone RAndolph 6-5682 


ADMINISTRATOR: Member ACHA;: 18 
mo, ass’t adm, 400 bed hosp: 4 yrs, admin, 
smlr hosps; well-exp’d for lge hosp. 


ADMINISTRATOR: R.N; female;.~.Member, 
ACHA; past 6 yrs, adm, 50 bd hosp: now 
seeks larger hosp in midwest. 


ADMINISTRATOR: R.N; (male) Member, 
ACHA; 5 yrs, ass’t adm, 300 bd tch’ g hosp: 
excel record: known to us. 


ASSISTANT ADM: Nominee ACHA: 2 


‘IDLE HOURS BANISHED 


With Portable Bedside TV by ROLEE 


Ideal 

AUXILIARY 

or Gift 
Project 


CUSTOM-DESIGNED FOR HOSPITALS 
... GET THE MOST WANTED FEATURES 
to assure the very finest in hospital televi- 


sion quality and performance. They're all 
in PORTABLE BEDSIDE TELEVISION BY 


ROLEE. 


The set is a 14 RCA, custom-designed for hospita's, 
power transformer, 
Gluminized picture tube, safety glass, UL Commercial 
power cord. The exclusive ROLEE ALL-CHANNEL REMOTE 
CONTROL turns TV set on or off, selects channels, regu- 
lates volume, fine tuning and contrast. Hi-Fidelity remote 


115 volt, 60 cycle, AC operation, 


speaker. (PATENTS PENDING) 


ROLEE HOSPITAL TELEVISION, INC. 
2720 Oak Lawn Avenue ® 
{ ) Send one Rolee TV Unit on your 15-day trial offer: 
With ( ) All-Channel or ( ) Single-Channel Remote Control. 
Please send full information as follows: 
( ) Direct Purchase Plan 
{ ) Complete Illustrated Brochure on Hospital TV 


HOSPITAL 
DESIGNED 


@ Television Stands 
Remote Controls 
© Hi-Fidelity Remote 


Master Antenna 


Systems Wespitel 
Closed Circuit TV 
and Radio Systems City 


| 
| 
Speakers | 
| 
| 
| 


15 
DAYS 
TRIAL 
OFFER 


NO OBLIGATION 
IF RETURNED IN 15 DAYS 


Dallas, Texas 


{ ) Rental Plan 


ATTACH TO YOUR LETTERHEAD OR PURCHASE ORDER. 
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WOODWARD icont’d from page 105) 


yrs, pub relations, lge hosp; 5 yrs, ass'’t 
adm, 325 bd hosp; seeks larger hosp. 


ASSISTANT ADMIN: Nominee, ACHA; 3 
yrs, ass’t adm 450 bd hosp; wishes further 
exper, lge univ hosp, any locality. 


ANESTHESIOLOGIST: 2 yrs instr med 
schl; 6 yrs, very successful priv cl pract, 
anes; Diplomate, immed available. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago I], Illinois 
since "40; in both 


instances performance considered out- 
standing; highly regarded in field. 


COMPTROLLER: B.S; 7 yrs, nead dept, 
550-bed hosp. 


FOOD SUPERVISOR: B.S. (Hotel and 
Restaurant Management);. excel. exp. 


PATHOLOGIST; Dipl, 4 yrs, assoc. path., 
tch’g hosp. and on facuity med. school as 
paeee prof; 5 yrs, dir. dept, 300-bed gen. 
osp 


PERSONNEL DIRECTOR: B.A; 3 yrs tch’g 


RADIOLOGIST: MS (rad); 6 yrs, chief, 


ADMINISTRATOR: M.H.A; 3 yrs, ass't 


exp; 3 yrs, ass’t per. dir. & dir. training 


rad, 700 bd tech’g hosp; Dipl, diagnosis, tch'g hosp; 6 yrs, dir., 350-bed | hosp: prog., 900-bed hosp. 
ACHA. 


therapy; well qual, isotopes; Mayo trnd. 


PATHOLOGIST: 6 yrs tch’g medicine; 7 
yrs senior assoc path; 600 bd tch’g hosp; 
specialist of highest order; Dipl. 


ADMINISTRATOR: R.N; grad., tch’g hosp; 
6 yrs, anes. exp; recently completed adm. X-ray; grad. training in isotopes; 6 yrs, 
res., receiving M.H.A. from med. schl prog. 


RADIOLOGIST: Univ. hosp. training in 
‘director, dept, 250-bed hosp; Dipl. 
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The better-tolerated salicylate for hospital patients 


When patients complain of headache, or other 
minor aches or pains, BUFFERIN gives fast relief but 
seldom causes gastric upsets, even in large doses.’ 


Although arthritic patients are markedly more 


susceptible to straight aspirin than the general 
population, they tolerate BUFFERIN well.’ 


Each BuFFeERIN tablet contains 5 grains acetyl- 
salicylic acid plus the antacids magnesium carbon- 
ate and aluminum glycinate. 


BUFFERIN contains no sodium. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N.Y. 


BUFFERIN is easy to dispense when you use the 
convenient Hospital Package—250 individual 
aluminum foil-lined packets, each containing 
two BUFFERIN tablets. Economical, too. Each 
dose costs you only 1'%4¢. 


References: 1. Ind. Med. 20:480, 1951. 2. J.A.M.A.: 158:386 (June 4) 1955 
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Narrow Table Attachment for infant surgery and head and 


Eries> Pennsylvania 


Your copy of Accessory 
Brochure C-183 is avail- 
able upon request. 


neck surgery permits surgeon ideal proximity to operative site. 


Illustrating use of Arm Support, 
Headrest and Restraint Strap ap- 
propriate for a neurosurgical pro- 
cedure in the upright position. 


Thoracic Frame for prone positioning provides 
unobstructed access to the operative site, 
minimum shock to patient and progressive 
posturing during procedure. 


gurcich™ cABLE 
The ynexcelled versatility of the Amett- 
can eurgical operating table is 
measurably by new and specialize? 
accessories which gacilitate the complete 
range of moderh operative procedures: 
| ER 


